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The. Problem of Medical Care 


By Franz GOLDMANN and Hucm R. LEAVELL 


rT IS generally agreed that medical 
- care of highest qualitative and quan- 
titative standards should be available 
- to everybody. How this objective can 
best be attained in a democratic society 
is much debated. The papers assem- 
bled in this volume are designed to pro- 
vide factual information necessary for 
the evaluation of both existing programs 
and proposals for future development. 
They express the opinions of the au- 
thors and not necessarily those of the 
organizations involved or of the editors. 
Conscious effort has been made to ob- 
tain competent, objective, and detached 
presentations of the various subjects 
and to avoid discussions contributing 
more heat than light. 


MEANING OF MEDICAL CARE 


The term “medical care” requires in- 
terpretation. Actually it has three quite 
dissimilar meanings. In the administra- 


tive language of many governmental and ` 


voluntary agencies “medical care” refers 
to the services of physicians as distin- 
guished from surgeons. In the usage of 
many public health workers it signifies 
care of sick people in contrast to pre- 
ventive services for healthy persons. 
. From the viewpoint of social organiza- 
tion of health service, the term denotes 


the systematic organization of all the , 


personal services by members of the 
various health professions and all the 
clinic, hospital, and related facilities 
necessary to attain the highest level of 
health, prevent disease, cure or mitigate 
illness, and reduce if not prevent dis- 
ability, economic insecurity, and de- 
pendency associated with illness. This 
broad interpretation distinguishes per- 


sonal services to the individual from 
mass. prevention through such measures 
as sanitation of man’s environment and 
from group contact as used for mass in- 
formation on healthful living and health 
resources. It expresses the concept of a 
unified service for’ the -individual in 
health and sickness in place of separate 
approaches, one confined to prevention 
of illness and the other to treatment of 
the sick. It points to the bearing of 
comprehensive medical care on the eco- 
nomic conditions of the individual, the 
family, the community, and the nation. 
For these reasons the broad interpreta- 
tion of medical care, whatever it may 
be worth, seemed to us to offer a suit- 
able basis for determination of the sub- 
ject matter to be treated in this volume. 

Medical care is not static. The Greek 
saying, “Nothing is permanent except 
change,” applies especially to medicine, 
its underlying sciences, and its social 
use. Medical care needs constant im- 
provement in order to arrive at stand- 
ards representing both the best scien- 
tific thinking and the most advanced 
application of knowledge. Further 
progress in medical care, then, is con- 
tingent upon three factors: broad and 
deep research in medicine, its under- 
lying sciences, and its social use; well- 
rounded, balanced, and sufficiently 
financed undergraduate, graduate, and 
postgraduate education . for all the 
health and related professions; and con- 
tinued adaptation of medicine and re- 
lated sciences to social needs and uses 
through comprehensive service programs 
meeting high standards. 

Organization of the best possible 
medical care for the greatest possible 
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number of people is a most difficult 
undertaking because of the complexity 
and wide ramifications of the problem. 
Acceptable solutions will be found if the 
scientific and critical approach respon- 
sible for the great advances of scientific 
medicine is also used in devising plans 
for the social organization of medical 
care. Formulation of feasible projects 
requires co-operation of all groups— 
those who are to receive service as well 
as those who are to render it, the social 
scientists as well as the physicians and 
members of other health professions, 
and nongovernmental as well as gov- 
ernmental agencies. Over-all planning, 
taking into account both short-term and 
long-term ‘goals, is a prerequisite for 
sound development. Nothing would be 
more deleterious than to disregard the 
fact that the best-conceived plan will 
fail unless sufficient personnel and fa- 
cilities are available, unless the people 
to be served and the professions and 
hospitals are imbued with the spirit of 
. willing and understanding co-operation, 
and unless the administrative organiza- 
tion is set up in accordance with estab- 
‘lished principles. 


PUBLIC INTEREST IN HEALTH 
QUESTIONS 


The public is deeply interested in all 
health questions. Proposals for broad 
medical care programs make excellent 
political. ammunition.. Statesmanship is 
needed to keep politicians, whether they 
represent professional associations or 
political parties, from making a politi- 
cal football of the people’s health and 
kicking it-back and forth. Scientifically 
and technically, American medicine is 
outstanding. The issue is not whether 
medical care in the United States is 
superior to that in other countries, but 
whether it is as good as it ought to be in 
this country with such rich resources in 
personnel and facilities for medical care, 
an unparalleled standard of living, and 
an unalterable belief in equal oppor- 
tunity. Everything must be done to 
preserve the initiative and dogged de- 
termination that have made American 
medicine great, to stimulate its further - 
growth, and to make sure that available 
knowledge and skill reach all the peo- 
ple, whoever they are and wherever they 
live. 
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Research in the Service of Health 


By T. DUCKETT Jones 


GNORANCE and disease are man’s 

perpetual enemies. Conversely, man’s 
welfare is dependent upon enlighten- 
ment and health. Thus, research in the 
service of health is of the highest order 
of. endeavor for human good. While 
one may readily agree with Gregg! 
that “research is the response to curi- 


osity, not to need,” it is the means - 


whereby knowledge of vast importance 
to the health of human beings is ob- 
tained. Intensive research has greatly 
increased our knowledge of. effective 
diagnostic and treatment methods and 
thereby contributed to the preservation 
of health and the prevention of disease, 
disability, and death. Although our 
progress has been impressive, there are 
today potentially far greater opportuni- 
ties available than were dreamed of in 
the past. 


EXAMPLES OF PROGRESS 


Most people are well aware of the 
great advances in health knowledge. 
They are familiar with the fact that 
since the beginning of this century hu- 
man life has been greatly prolonged 
through the application of scientific 
knowledge. 
diseases with a high mortality in the 
first few years of life have vastly im- 
proved. So has prevention or ameliora- 
tion of infectious or communicable dis- 
eases, though the common cold and 
many other viral infections continue to 
plague us. The discovery of insulin and 
the subsequent co-operation of scientists, 
physicians, and industry have saved the 
lives of thousands of diabetics and given 

1 Alan Gregg, The Furtherance of Medical 


Research, “The Terry Lectures,” New Haven: 
Yale University Press, 1944. 


Prevention and control of: 


impetus and methodology for- far-reach- 


‘ing studies of body balance and equilib- 


rium. In the field of nutrition, advances 
have come rapidly, with resultant elimi- 
nation of some disease states, and in- 
crease in positive health programs of 
broad significance. The demonstration 
of the value of liver, or liver constitu- 
ents, on primary and pernicious anemia 
has not only saved thousands of lives, 
but has taught us much about the fun- 
damentals of the blood-forming elements 
of the body and their function in health 
and disease. Great advances in surgery 
and anesthesiology make it possible to 
do complicated and extensive surgical 
operations, in many-instances with little 
risk. The public knows perhaps best of 
all the advances in the comparatively 
new field of the antibiotics. Many new 
substances are appearing at a rapid rate 
and give promise of being effective in 
combating an ever widening variety of 
microorganisms. 

Acquired information is not enough; 


it must also be applied, and that too 


requires research. To a considerable 
extent the United States Government, 
through the Office of Scientific Research 
and Development of the National Re- 
search Council under the auspices of 
the National Academy of Sciences, has . 
financed and sponsored most of the ap- 
plied research resulting in the mass pro- 
duction of penicillin. While doubtless 
the needs and exigencies of war greatly 
stimulated and speeded this action, it 
did result in an important means to save 
life and improve health. Here again, 
basic new knowledge of vast importance 
was made applicable and quickly avail- 
able through the unstinted and collabo- 
rative efforts of scientists, industry, and 
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government. In receiving penicillin and 
experiencing the prompt subsidence of 
some bacterial infection, the average 
man is not likely to think of the years 
of toil of devoted scientists who quietly 
worked to the end that knowledge might 
be increased, or of the many tireless and 
costly co-operative efforts between scien- 
tists, physicians, industry, and govern- 
ment to accomplish this ultimate goal 
of bringing to him the benefits of in- 
creased health knowledge. 

The advances cited above are not 
listed in order of importance or of dis- 
covery, but merely as examples of the 
great progress made. This progress is 
an amazing demonstration of the facts 
that knowledge knows no international 
boundaries and that effective utilization 
of new knowledge requires intelligent 
co-operation of scientists, industry, and 
government. 

It is of vital importance that the pub- 
lic understand what research is and 
what it is worth. Actually the public is 
the source of research support—no mat- 
ter whether that support be from gov- 
ernment through taxation, or from indi- 
vidual gifts or bequests—and it is in 
turn benefited by the new knowledge 
acquired. As Gregg so aptly states: 
“In democracies the public attitude to- 
ward research plays a major role in 
making truth- useful.”* The public 
may never fully understand the actual 
value of effective medical research and 
the many difficulties inherent in it, but 
it must realize the benefits already re- 
ceived and the need to continue public 
interest and support. Developments in 
recent years lead one to believe that the 
public wishes the benefits of such re- 
search. There seems to be, therefore, a 
need to discuss briefly how progress has 
been made, through what means and 
support knowledge has come, what is 
actually being done at present, and 
what may be expected of the future. 

2 Gregg, op. cit. 


Tue Support or MEDICAL RESEARCH 


Many countries have fostered medical 
and other scientific research through the 
years, and the patterns are as many and 
as varied as the countries. Contribu- 
tions to knowledge are not dependent 
on boundaries of countries, language or 
racial differences, means of. support, or 
even political differences. These con- 
tributions do, however, give abundant 
evidence of the importance of the abili- 
ties, the ingenuity, the imagination, and 
the integrity of the individual scientific 
worker. Of primary importance’ has 
been the scientist’s ability to decide 
what is worth studying with the avail- 
able tools and methods of the day. 
This has apparently remained an im- 
portant attribute and prerequisite for 
scientific achievement through the years. - 
Scientists themselves are quick to re- 
alize this, and are the first to insist that 
one needs to be free to follow one’s own 
curiosity and interests no matter where 
they may lead, and irrespective of prac- 
ticality. - Certainly the means by which 
basic knowledges have come strongly 
supports such a thesis. 

The importance of the continued ac- 
quisition of basic scientific knowledge 
has been forcibly expressed by Conant ® 
when he speaks of the “use of latent 
basic knowledge and almost no augmen- 
tation” and points out that “the appli- 
cation of science sooner or later comes 
to an end unless new concepts are de- 
veloped, or the conceptual scheme ex- 
tended. The applied ‘scientist reaches 
the dead end of a road and calls to his 
colleague in the university laboratory 
for new supplies of scientific knowl- 
edge.” 

While it is obvious that we need to 
have many scientists with freedom to 
follow their own investigative interests 
using the best methods yet developed, 


2 James B. Conant, “Science and Politics,” 
Foreign Affairs, Vol. 28, Jan. 1950. 
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it is similarly true that we must have 
men capable of developing, testing, en- 
gineering, and applying knowledges as 
rapidly as they become available. Other- 
wise application lags, and human beings 
fail to receive the benefit of knowledge. 


It is perhaps in this latter sphere that © 


we as a country have become pre-emi- 
nent. This has been true not only in 
the medical sciences, but in the devel- 
opment and utilization of all the knowl- 


edges so richly supplied us by the. 


natural sciences—especially physics and 
chemistry. One is constantly reminded 
of this by all the comforts which we 
constantly utilize and demand in our 
daily life. 

It may seem irrelevant to bring such 
matters to the attention of individuals 
who are more interested in the benefits 
of research than in the means whereby 
they are attained. However, if con- 
tinued and increased support of the 
medical sciences is expected, certain 
facts must be clearly stated; otherwise 
the donating public will have errone- 
ous ideas concerning ways and means 
whereby knowledge is obtained. Basic 
or new knowledge cannot be predicted 
or directly purchased. Research is 
costly, unpredictable and time-consum- 
ing. Knowledge cannot be obtained 
with money alone, no matter how essen- 
tial it is. By rigidity of plan and by 
urgency for practical results, we may 
. greatly impede its acquisition. Only 


when we have new knowledge can de- - 


velopment and utilization be intelli- 
gently speeded by applied research with 
the accompanying high degree of cer- 
tain productivity. 


FOUNDATIONS 


The special and indeed peculiar role 
of the foundations in the furtherance of 
medical research is difficult to assess. 
Nowhere else in the world have they 
flourished as they have since the early 


1900’s in this country. Certainly they 
are-here to stay, as evidenced by their 
hist» and rapid increase in number.* 
It is éstimated that the foundations 
have a total capital of about two bil- 
lion dollars and that well over half of 
all foundation income has gone into the 
field of health, especially into medical 
education and research. Much has been 
written for and against foundations. 
They have certainly exerted great influ- 
ence in the development and support of 
medical research. Some feel that their 
policies have been detrimental and that 
the funds could have been more wisely 
expended by the universities. However, 
where there have been good working 


‘relations -between the universities, the 


scientists, and the supporting founda- 
tions, few would disagree that the col- 
laboration has been mutually advan- 
tageous. 

- Medical research and medical educa- 
tion are inseparably related. Perhaps 
the greatest impetus given medical re- 
search in the United States was the 
Flexner report on medical education 
(1910), and its implementation jointly 
by foundations and private donors. 
Medical schools were reorganized, funds 
poured -in (at least $200,000,000 over 
a few years), and American medicine 
was well on its way to its present po- 
sition of pre-eminence. Medical re- 


` search prospered under this program, 


and between 1910 and 1930 endowment 
funds for research and education in- 
creased rapidly. ‘These capital funds 
remain, even today, the greatest sta- 
bilizing influence in our medical ad- 
vance. 

Unfortunately, the increase in en- 
dowed capital did not continue at the 


4 Raymond Rich Associates, American Foun- 
dations and Their Fields: VI, edited by Wil- 
mer Shields Rich and Neva R. Deardorff, 1948, 

5 Abraham Flexner, Medical Education in 
the United States and Canada, Bulletin 4, 
Carnegie Foundation, 1910. 
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same rate after 1930. In addition, the 
greater volume of research funds since 
’ that time has come from grants-in-aid 


for research approved on an individual . 


project basis and, more often than not, 
for a relatively short period. This has 
continued to be the modus operandi of 
most foundations interested in medical 
research, and it is not surprising that 
this model so carefully developed by 
the private foundations has been fol- 
lowed to some extent by industry in 
making university or research institute 
grants, and more recently by the Gov- 
ernment. 

This has placed distinct disadvan- 
tages on the universities. In some in- 
stances less than 5 per cent of medical 
school research funds are available for 
the school and its scientists to spend 
locally upon what they deem to be most 
important. The short-term nature of 


many grants has made it impossible for’ 


the universities to keep the services of 
able young men, has created an increase 
in administrative cost which is not al- 
ways covered by the granting agency, 
and has made it impossible to plan for 
continuity of research programs. : 
Little wonder that there is a hue and 
cry for fluid research funds, and*for less 
short-term grant-in-aid for approved 
projects. Though income from endow- 


ment is not currently high, most insti- _ 


tutions where research is conducted 
strongly insist that they need capital or 
endowed funds, and their insistence 
seems justified if they are to continue 
to accépt such broad responsibilities as 
education and research. While readily 
admitting that private donors and foun- 
dation trustees have a logical and right- 
ful desire to determine the most sig- 
nificant way in which to spend their 
funds, one must recognize that universi- 
ties and other institutions have teaching 
obligations and long-term obligations to 
. Staff. 


VOLUNTARY HEALTH AGENCIES 


Other developments in the support of 
medical research have become notice- 
able in the past few years. Industry has 
become an increasingly important con- 
tributor to research in medical schools. 
In addition, national voluntary health 
agencies, operating by an annual appeal 
for funds for support of research, have 
grown rapidly in number and in income. 
The National Foundation for Infantile 
Paralysis: was the first agency to raise 
from the public large sums for scientific 
research. This was followed by the 
rapid and dramatic growth of the 
American Cancer Socièty, and more re- 
cently by the American Heart Associa- 
tion, the Arthritis and Rheumatism 
Foundation, and others. ` 

The method of making grants for 
scientific work from these sources varies 
greatly. Some have their own staff and 
function much as do foundations, while 
others use the National Research Coun- 
cil of the National Academy of Sciences 
for advice concerning the merits of re- 
search applications. 

This council has exerted tremendous 
influence in the field of medical research 
for many years. 
Government, and save for fellowship 
funds and in time of war, has not had 
large funds at its disposal. It has a dis- 
tinguished record of contributions in 
two world wars, and between wars it has 
brought to bear the influence and abili- 
ties of the leading scientists of our day 
in furthering scientific knowledge. 

There is little doubt that the national 
voluntary health agencies constitute an 
important development and are in- 
creased sources for research funds. 
They have the same opportunity for ac- 
complishment as their longer established 
and more experienced brothers in phi- 


-lanthropy, the private foundations. It is 


probable that these agencies contribute 


It is advisory to the - 
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in the neighborhood of $10,000,000 a 
year to medical research at present. 
Many of them have excellent policies 
concerning the support of research, and 
it is to be hoped that they will grow in 
size and become increasingly effective in 
sponsoring and supporting medical re- 
search. 


GOVERNMENT SUPPORT OF RESEARCH 


With the recent and rapid increase in 
the cost of medical education and re- 


‘search, it would be difficult to estimate 


1 


what .would have happened unless gov- 
ernment funds had been forthcoming. 
For fifty years or more the United 
States Public Health Service has con- 
ducted distinguished research at the 
Hygienic Laboratory, renamed the Na- 
tional Institute of Health in 1930. In 
1944 the Congress enacted Public Law 
410, stating: 


. The Surgeon General shall conduct in the 
Service and encourage, co-operate with, and 
render assistance to other appropriate pub- 
lic authorities, to scientific institutions, and 
scientists in the conduct of, and promote 
the co-ordination of, research, investiga- 
tions, experiments, demonstrations, and 
studies relating to the causes, diagnosis, 
treatment, control, and prevention of the 
physical and mental diseases and impair- 
ments of man.... 


It seems clear that the Congress has 
instructed the Surgeon General to, de- 
velop broad research programs, and that 
great responsibility rests with him and 


` with his advisory councils to determine 


research needs and potentialities to the 
end that men of great ability and those 
of potential ability may have the fa- 
cilities and opportunities to advance 
medical knowledge. 

The enactment of Public Law 410 
and subsequent legislation has in a 
short span of some five years produced 
profound and beneficial effects on the 
medical sciences. The program of ex- 
tramural research has expanded rapidly. 


‘National Dental 


The modus operandi of the Division of 
Research Grants and Fellowships and 
the part played by the National Ad- 
visory Health Council were described 
by Van Slyke*® in 1946. Within. the 
National Institutes of Health (renamed 
in 1948) there have been established by 
congressional enactment the National 
Cancer Institute (1937), the National 
Mental Hygiene Institute (1946), the 
National Heart Institute (1948), the 
Research Institute 
(1949), and more recently by the en- 
actment of Public Law 692 (1950) the 
National Institute on Arthritis, Rheu- 
matism and Metabolic Diseases and the 
National Institute on Neurological Dis- - 
eases and Blindness. In addition, Pub- 
lic Law 692 gives the Surgeon General, 
with the approval of the Administrator 
of the Federal Security Agency, the au- 
thority to establish one or more addi- 


„ tional institutes, and to abolish an in- 


stitute if it is no longer required. 

The tax funds appropriated for the 
purpose of carrying out research under 
the various laws listed above are used 
partly to support pertinent activities in 
the National Institutes of Health and 
partly for grants-in-aid to voluntary in- 
stitutions and individuals engaged in re- 
search. In addition, provision is made 
for fellowships and traineeships, teach- 
ing grants, construction of physical fa- 
cilities, and promotion of certain service 
programs, especially in heart diseases 
and mental diseases. i 

The amount of tax funds allocated for 
medical research has increased con- 
stantly in recent years. From the in- 
ception of the program through October 
31, 1948, research grants of $21,348,265 
were approved for payment to institu- 
tions and organizations throughout the 
Nation, $1,921,111 for research fellow- 
ships, and $13,166,747 for other proj- 

6C. J. Van Slyke, “New Horizons in Medi- 


cal Research,” Science, Vol. 104 (Dec. 13, 
1946), pp. 559-67. 
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ects, including control, teaching, trainee- 
ships, and construction.’ Despite this 
` remarkable record, the total funds avail- 
able are still much too small considering 
the high cost of research and the need 
for its extension and intensification. 

There can be little doubt that this 
legislation signifies the public recog- 
nition of the importance and necessity 
of medical research as a basis for the 
improvement of health. In 1950 an- 
other step in this direction was taken 
by the passage of the National Science 
Foundation Act, which includes the 
medical and biological sciences in the 
scope of its activities. — 


QUESTION OF GOVERNMENT CONTROL 


Great concern has been voiced in re- 
lation to possible government control of 
medical research and of the quality of 
the research to be conducted. What 
has been the experience with regard to 
control by government—the influence 
on the quality of research and on the 
ultimate application of knowledge? One 
shining “example of long-standing gov- 
ernmental support of medical research 
without control and with recognized re- 


search of high quality is the experience. 


of the British Medical Research Coun- 
cil, established in 1913. Leading Brit- 
ish scientists have been largely the de- 
terminants of research policies and allo- 
cations, as has been clearly described by 
Mellanby.® a 

In the United States, too, an effective 
administrative organization has been 
created tó provide safeguards from po- 
litical interference, to obtain competent 
advice, and to assure intelligent leader- 
ship. More than twenty different study 
sections review the research applications 

7 Frank W. Reynolds and David E. Price, 
“Federal Support of Medical Research Through 
_ the Public Health Service,” American Scientist, 

Vol. 37 (Autumn 1949), pp. 578-86. 
_ 8Sir Edward Mellanby, “The State and 
Medical Research,” Lencet, Vol. 2 (Oct. 22, 
1938), pp. 929-36. 
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submitted to the National Institutes of 


Health. The members of these sections ` 


are scientists of outstanding ability and 
accomplishment. ‘They review the scien- 
tific merits of applications and the 
qualifications of the scientists. Their 
recommendations are then reviewed by 
the advisory councils of the individual 
institutes referred to previously, or by 
the National Advisory Health Council. 
These councils consist of twelve indi- 


viduals, six of whom must be outstand- . 
ing scientists, teachers, or physicians ' 


with experience within the realm of the 
given institute’s responsibility. Six ad- 
ditional members may be prominent lay- 
men. The decisions of these advisory 
councils are presented to the Surgeon 
General for consideration and imple- 
mentation, and his action to date has 
been consistent with council recom- 
mendations. 

It would be hard to conceive of a pro- 
gram in which individual scientists had 
a stronger voice. Further, such a sys- 
tem would seem sufficient to satisfy the 
most skeptical as to the intention of the 
Government not to control these pro- 
grams or to allow political pressure to 
interfere with them. 

At a time when there is much con- 
fusion, distrust, and disagreement on 
issues related to governmental activities 
in medicine, the Congressional Record 
for the second session (1950) of the 
81st Congress gives excellent data on 
the progress of these research programs 
and provides heartening evidence of bi- 
partisan congressional action. 


EFFECTIVENESS OF PROGRAMS 


The effect of these programs on medi- 
cal education and research has already 
been felt. There is available a record 
(1950) of the Principal Accomplish- 
ments of the National Institutes of 
Health? Important opinions concern- 


9 Principal Accomplishments of the National 
Institutes of Health, Washington: Research 
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ing the effectiveness of these programs 
are to be found in a report (1950) on 
` The Financial Status and Needs of 
Medical Schools*° This report is the 
result of extensive study by a committee 
of distinguished membership appointed 
by the Surgeon General. It stresses the 
intimate relationship between medical 
research and education and gives perti- 
nent and extensive data on such things 
as. basic operating costs, separately 
budgeted research, cost per student, in- 
comes, and deficits. It is a searching 
and extensive document and gives valu- 
able data concerning both private and 
public (state) schools. For the fiscal 
year 1947-48, medical schools spent a 
total of $17.1 millions for separately 
budgeted research. Public Health Serv- 
ice research grants represented nearly 
one-fourth of this separately budgeted 
research. The consensus of the. deans 
of the medical schools was that these 
grants (1) stimulated and benefited 
their programs; (2) permitted maxi- 
mum advantage from, available funds; 
(3) allowed freedom in the choice of 
projects; (4) supported fields of in- 
vestigation and training that most 
needed emphasis; (5) increased, rather 
than decreased, income from other 
sources; and (6) helped to expand staff 
and other resources. 

In the constructive suggestions for 
improvement, there was concentration 
on the need of the medical schools for 
(1) assurance of support for longer pe- 
riods, (2) provision of fluid funds for 
research, and (3) extension of training 








Branch of the Public Health Service, Federal 
Security Agency, Feb. 1950. ° 

18 Financial Status and Needs of Medical 
Schools, A Preliminary Report by the Sur- 
geon General’s Committee on Medical School 
Grants and Finances, Federal Security Agency, 
1950. Lowell J. Reed, Chairman, George 
Baehr, R. C. Buerki, E. A. Doisy, R. G. 
Gustavson, A. D. Henderson, E. E. Irons, 
Carlyle Jacobsen, H. J. Morgan, B. O. Rauls- 
ton, James B. Simmons, and H. W. Wells. ` 


and teaching programs to’ other fields 
of instruction. It is obvious that the 
medical schools themselves appreciate 
the necessity for these research pro- 
grams and their value. With increased 
support in the next few years they give 
promise of having an important bearing 
on medical knowledge and education. 


OPPORTUNITIES FOR FURTHER 
DEVELOPMENT 


In the acquisition of basic knowledge, 
particularly in theoretical fields, it is 
important that certain gifted scientists 
be permitted to pursue their separate in- 
vestigations. -On the other hand, new 
methods and approaches are of vital im- 
portance to the acquisition of knowl- 
edge. In recent years there has been 
an increased awareness on the part of 
nearly all workers of the advantage of 
the multidisciplinary approach in the 
solution of complicated problems, par- 
ticularly in the field of applied research. 

While this approach is difficult to at- 
tain, it does open new vistas. For in- 
stance, the development of departments 
of biophysics in medical schools is al- 
ready paying dividends. Physical chem- 
istry methods give us hope of acquiring 
significant knowledge concerning ‘the de- 
velopment of hardening of the arteries. 
New methods of chemical study and 
fractionation of the blood give hope for 
better clarification of chemical constitu- 


` ents of blood in health, disease, and re- 


covery mechanisms. Present knowledge 
of the steroid or fatty compounds, such 
as cortisone, or the pituitary gland hor- 
mone (ACTH) that releases them, of- 
fers great promise of increased knowl- 
edge of body function and equilibrium 
in health and disease. Few realize the 
complicated and multiple contributions 
which have resulted in our present 
knowledge in this latter field. They 
have been recently described thus: 

... contributions came from the inde- 
pendent isolation of adrenal compounds in 
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1935 by Swiss and Mayo Foundation scien- 
tists; the partial synthesis of Cortisone in 
1946 by a chemist of Merck & Company; 
the extraction of ACTH by chemists at 
Armour & Company, using methods which 
had been worked out over a number of 


years by an outstanding specialist in the ` 


chemistry of pituitary hormones at the 
University of California; the data produced 
by the exact studies on how the human 
body. reacts to damage, carried out by cli- 
nicians in Europe and the United States.*4 


THE FUTURE 


Though the cost of medical research 
is great, the difficulties tremendous, and 
the end results in terms of application 

11 Science and Foreign Relations: Interna- 
tional Flow of Scientific and Technological In- 
formation, Washington: Department of State, 
Policy Survey Group, Publication 3860, Gen- 
eral Foreign Policy Series 30, May 1950. 


for the good of human beings all but im- 
possible to predict, achievements have 
been outstanding. There is no general 
agreement as to a single method where- 
by research can be most advantageously 
and effectively stimulated, planned, and 
financed. The past several decades, 
howevér, have witnessed steady prog- 
ress in our knowledge concerning body 
function in health and disease. It seems 
reasonable to expect that this progress 
will continue and that presently avail- 
able research weapons and methods, if 
well utilized, will result in knowledge of 
unprecedented proportions applicable to 
many of the health problems of man. 
Funds arè essential, but are only the 
means of providing capable workers 
with stability, facilities, and equipment, 
and the opportunity to work tirelessly 
in the pursuit of knowledge. 
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Professional Education in the Service of Health 


By Raymond B. ALLEN 


ENJAMIN DISRAELT, perhaps 
i history’s most distinguished and 
scholarly practitioner of political sci- 
ence, once remarked that “the health of 
the people is really the foundation upon 
which all their happiness and all their 
powers as a State depend.” The full 
implications of this arresting observa- 
tion have not been appreciated until this 
century. The contents of the other ar- 
ticles in this series prove beyond ques- 
tion that the general public, as well as 


the health professions, recognize fully~ 


the importance of an adequate health 
service-for the American people. Inter- 
national interest in this problem is 
shown by the recent rapid development 
of international organized efforts in this 
field. The World Health Organization, 
though young, is vigorously reflecting 
the concern of peoples all over the world 
with the problem of health as part of 
the foundation for international stability 
and peace. 


GENERAL EDUCATION AND HEALTH 
i NEEDS 


A few words about education in gen- 
eral and its role in serving the health 
„needs of our society are in order before 
discussing education for the health pro- 
fessions. Present-day secondary and 


~ 


collegiate education, as well as elemen- - 


tary education, lays considerable empha- 
sis on health education and mental hy- 
giene. Today any graduate of a good 
high school or college knows a great deal 
about the problems in these areas. 


Health programs have developed rapidly . 


during the past twenty or thirty years 
as knowledge in these fields-has in- 
creased. Thus, the public has been ed- 
ucated to demand ever improved medi- 


cal and health services. Almost any 
issue of current popular magazines and 
newspapers will carry reports and dis- 
cussions bearing on matters of health. 
The extent to which adult education of 
this kind has developed would astonish 
the citizen of thirty years ago. The in- 
telligent, alert citizen of today has a 
vast fund of information about health 
and how it can be sustained as well as 
about health resources ‘available to him. 

Much remains to be done, however, 
and leadership in educational circles at 
all levels mušt concern itself with such 
problems as child growth and develop- 
ment, mental hygiene, and family life 
and living as.these affect health and - 
emotional and intellectual stability and 
happiness. One need only mention this , 
significant development in general ‘edu- 
cation to emphasize that professional 
health personnel today are increasingly 
concerned with needs going far beyond 
the immediate and always pressing prob- 
lems of the care of the sick. Preventive 
medicine and public health have become 
a major concern of everyone in the 
health service team. The doctor, the 
dentist, the nurse, the psychiatrist, the 
clinical psychologist, and many other 
specialists can be found consulting with 
teachers and arranging for physical, 
mental, and dental checkups and recom- 
mendations for school children. They 
have become necessary consultants to 
business and governmental agencies in 
all matters affecting the health of work- 
ers, government employees, and, impor- 
tantly, members of the armed forces. 

At the turn of the century the doctor 
was called in only when trouble occurred. 
Now he and his whole team work to pre- 
vent breakdowns in the individual that 
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have occurred with increasing frequency 
as society has become more complex and 
the individual has experienced difficulty 
in adjusting himself to his social and in- 
dustrial environment. ‘The physician, 


the dentist, the nurse; and the public - 


health officer have been called upon in- 
creasingly to encourage and participate 
in efforts of community groups to im- 
prove living and working conditions. 
Thus they try to fulfill their obligation 
to attack disease and suffering at their 
sources and to remove as faras possible 
every aggravating cause of human dis- 
ability. Only to the extent that society, 
through such leadership, can adapt itself 
to the constantly changing demands of 
a technological age and thus continue to 
serve human needs and demands will it 
be possible to realize a reasonably good 
prospect for all men to achieve buoyant 
health and some degree of happiness. 


Recent SCIENTIFIC ADVANCE 


This century has witnessed the great- 
est advance in knowledge of health and 
disease of any period in history. It can 
be strongly argued that greater progress 
has been made in medical science in the 
past fifty years than in the previous five 
thousand. Even though this may be an 
exaggeration, it is almost certainly true 
that, before another fifty years have 
elapsed, the necessary knowledge and 
skills will have been acquired to deal ef- 
fectively with most, if not all, of the 
principal problems of disease and health 
not presently understood. These in- 
clude cancer, poliomyelitis and the virus 
infectioris in general, the degenerative 
disorders of aging, and the emotional 
and mental disorders of the psychoneu- 
roses and psychoses. Such a prediction 
is fully warranted merely by the discov- 
eries and new knowledge of. the life sci- 
ences ‘during the past ten years. To say 
that we are living in a dynamic age, with 
even brighter horizons ahead for the 


health of mankind, is only stating the 
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obvious. The advance of science and 
technology in other areas of learning is 
equally dramatic. 

The significant thing for medicine and 
health service, however, is the fact that 
there is scarcely a field of scientific in- 
quiry that does not add data, concepts, 
and methods that can be applied by 
medical science in solving the problems 
of disease and improving positive health 
programs. ‘This is particularly true of 
chemistry and physics, including nuclear 
studies. It is also true of the social sci- 
ences. The contributions of psychology 
to medicine are especially rapid, with 
psychiatrists and clinical psychologists 
teaming up in studies of mental health 
and mental disease. Sociology, espe- 
cially social psychology, has concentrated 
attention on the role of the social envir- 
onment in the health and welfare of the 
individual. Cultural anthropology is be- 
ginning to make itself felt by emphasiz- 
ing the importance of customs, habits, 
and family-life patterns. The fields of 
applied social. science, of business, in- 
dustry, law, and government, are com- 
ing more and more to apply the knowl- 
edge and skills of the health fields and 
to realize the importance of the success- 
ful adjustment of the individual to his 

“society. It is becoming generally.recog- 
nized that no organization is more se- 
cure and stable and prosperous than the 
health and happiness of the people who 
comprise it, and that human relations is 
the key to such stability and progress. 

This generation is seeing the greatest 
renaissance of the human mind and 
spirit in all history. The increasing out- 
put-of goods and services by the Amer- 
ican people is, to a greater degree than 
anything else, a reflection of the recog- 
nition by the leadership of our society 
that human beings are people who must 
be treatetl as such. The needs of human 
beings must be met, and the business 
executive who does not recognize _ this 
fact—and he is.rare indeed—is headed 
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for trouble. America has been built by 


teamwork and by drawing upon the re- 
sources, the energies, and the imagina- 
tion of all its workers. The organization 
most successful in meeting today’s prob- 
lems is the one that develops a real 
sense of participation on the part of all 
its workers, a sense of belonging, and a 
sense of being needed and respected. 

I have discussed this phase of con- 
temporary American society at some 
length because it is intimately tied up 
with problems of health and health care 
and with the education and training of 
professional health personnel. To think 
of the training of physicians, dentists, 
nurses, and their other colleagues in the 
health service team merely as prepara- 
tion for the practice of their professional 
skills in individual cases is to take a 
narrow view indeed of the over-all prob- 
lems of the health of the American peo- 
ple. 


SCOPE or MEDICAL SCIENCE 


One of the first men of this century 
to recognize the broad implications of 
professional education, Abraham Flex- 
ner, wrote: “Medical education is nota 
problem of medicine but of education.” 
Medical education of the past has been 


concerned chiefly with education for the ` 


practice of curative medicine. Although 
the importance of preventive medicine 
for the public health has received in- 
creasing recognition, it has not been 
widely appreciated that preventive 
medicine begins with those basic social 
and physical environmenzal conditions 
in the home, the school, the factory, and 
- the office which make’ for healthful liv- 
ing or its opposite. Doctars will always 
have ample work to do in repairing the 
damage of disease and maladjustment, 
but some of this disability can be pre- 
vented. Medicine has long since moved 
beyond the problems which have to do 
with epidemic infectious diseases. Al- 
though continued vigilance is necessary 


to control these diseases, the major prob- 
lems of preventive medicine of the fu- 
ture lie in the fields of occupational 
disease, malnutrition, maladjustment, 
psychoneurosis, social deficiencies in 
general, and health education. 

The scope of medicine has extended 
so greatly that it is no longer possible 
for the physician to seek to solve prob- 
lems of such magnitude singlehanded. 
He cannot be an expert in every field in 
which problems of personal maladjust- 
ment and social deficiencies may arise, 
but he should be so familiar with the 
social system of which he is a part that 
he is keenly alert to detect points of 
friction in social and industrial processes 
which may lead to disability of the in- 
dividual. i . 

This means that professionally com- 
petent personnel of the health service 
team must be broadly informed, cul- 
tured persons who can hold their own 
with and command the respect of lead- 
ers in every phase of human activity. 
It is not enough for them to be techni- 
cally competent. They also must be so 
educated as to have the social insight 
necessary to keep abreast of changing 
requirements for healthful living im- 
posed by a constantly changing society. 
They must be capable of taking their 
places as responsible leaders in the com- 
munity and of viewing the problems of 
medical service and care dispassionately. 
They must be highly educated citizens, 
sharing responsibility with other com- 
munity leaders-for the creation of those 
conditions that will improve the general 
economic and social well-being, and thus 
the positive health, of the people as a. 
whole. i í 

The health professions are responsible 
for devising techniques and procedures 
by which medical service can be ade- 
quately distributed. The community as 
a whole is responsible for making such 
plans economically feasible and socially 
practical and acceptable. The profes- 
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sional schools must provide skilled pro- 
fessional personnel to staff these pro- 
grams. The principal deficiencies de- 
scribed in subsequent articles largely 
revolve around the distribution of health 
personnel and the economics of the pro- 
grams, 


SPECIALIZATION 


As medical services have become more 
and more specialized, more and more 
specialists have been needed. This is a 
characteristic of our society as a whole 
which has made for greater and greater 
interdependence of citizens upon the 
services of one another. In the field of 
medical services, however, a healthy 
trend away from further fractionation 
is developing. The growth of rapid 
communication has left very few parts 
of the country isolated from specialist 
services in community hospitals and ru- 
ral health facilities, as well as in big-city 
medical centers, but the vast majority of 
illnesses, particularly those involving 
childhood and occupational disorders, 
can be cared for by well-trained, skillful 
general practitioners or family doctors. 

The medical schools of the country 
are giving increasing attention to gen- 
eral practice, and each year a higher 
proportion of graduates are turning to 
the practice of general medicine in small 
communities and rural areas as well as 
in the bigger cities. With the exception 
of psychiatry, the indications are that 
a sufficient supply of specialists in the 
various branches of surgery and medi- 
cine are being trained currently in our 
schools and hospitals. Many medium- 
sized communities of the country do not 
` have a single trained resident psychia- 
` trist. However, general practitioners of 
the future; as well as specialists in every 
branch of medicine, will be better pre- 


1A discussion of medical education may be 
found in Donald G. Anderson’s “Medical Edu- 
cation in the United States,” Higher Education, 
Vol. VI, No. 18 (May 15, 1950), pp. 205-13, 


pared to care for most of the psycho- 
neurotic problems presented by their 
patients. Only the more serious, cases 
will need to be referred to psychiatrists. 

There also is need for more specialists 
in public health administration and in 
medical administration than are being ` 
trained now. Many counties and smaller 
communities are still dependent on the 
part-time services of physicians and 
nurses as public health officials. The 
development of departments and schools ` 
of preventive medicine and public health 
in our universities, over a period of time, 
will correct this situation. 


SUPPLY or PHYSICIANS 


A great deal of misinformation con- 
cerning adequacy of the supply of phy- 
sicians has gained currency in recent 
years. During the past twenty years 
the ratio of licensed physicians to gen- 
eral population has been increasing. 
“In 1929 there were 125 licensed phy- 
sicians per 100,000 persons in the 


. United States,” according to a report 


of the American Medical Association. 
“In 1948 the rate was 137 licensed phy- 
sicians for every 100,000 persons,” and 
since that time it has continued to in- 
crease. Before World War II, the fresh- 


‘man classes in 78 medical schools to- 


taled approximately 6,000 students. In 
the 1949-50 academic year these classes 
totaled more than 7,000 students. Ex- 
isting medical schools are being ex- 
panded and new ones established. 
Better distribution of physicians 
throughout the country is making prog- - 
ress. Following World War II, the 
large centers of population became 
crowded with physicians returning from 
the armed forces. Increasingly, gradu- 
ates of internship and residency training 
programs are establishing themselves in 
practice in smaller communities, where 
hospital and laboratory facilities are 
both more adequate and more readily 
available today than a decade ago. 
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An important survey of medical edu- 
cation is currently in progress under the 
auspices of the Association of Ameri- 
can Medical Colleges and the Council 
on Medical Education and Hospitals 
of the American Medical Association. 


This is a comprehensive - study con-~ 


cerned not with accreditation but with 
trends and developments, looking to- 
ward improvements in undergraduate 
and graduate training, research, and 
community service. 


FINANCING OF MEDICAL SCHOOLS 


The most serious prcblem and the 
greatest need in the sphere of medical 
education is that of adequate financing, 
both for operation and for capital im- 
provement. Many private university 
medical schools and some affiliated with 
state universities have serious difficulties 
in maintaining a satisfactory quality of 
work because of their inability to secure 
adequate financial support. 

There is a shortage of high-quality 
‘teachers for undergraduate, graduate, 
and postgraduate professional educa- 
‘tion. Salaries in many institutions are 
not adequate to attract and hold skilled 
persons, who are always able to make 
high incomes in practice. In many 
schools of medicine and dentistry a dis- 
proportionate burden of teaching must 
be carried by busy practitioners who 
give only part of their time to teach- 
ing. Without such services it would be 
impossible to operate many of these 
schools, but no school should be with- 
out full- time basic science and clinical 
teachers. 

Recently, a Committee on Medical 
School Grants and Finances, appointed 
by the Surgeon General of the United 
States Public Health Service, reported 
on the Financial Status and Needs of- 
Medical Schools ?—the first comprehen- 
sive report of its kind in the history of 


2 Washington, D. C.: Federal - Security 
Agency, Public Health Servize, 1950. 


“fore Congress in recent sessions. 


medical education. It deserves careful 
examination by students of the problem 
of professional education. It indicates 
clearly that greatly increased sources of 
financial support must be found. It is 
estimated that the medical schools need 
an additional 40 million dollars a year 
in current operating funds to perform 
their existing functions adequately, and 
about 330 million dollars for construc- 
tion and facilities. 

Legislation providing for Federal sup- 
port of education in medicine, dentistry, 
nursing, and public health has been be- 
Medi- 
cal educators are divided as to the wis- 
dom of accepting Federal support, but 
the preponderance of judgment is in 
favor of it. Many students of the sub- 
ject feel, however, that. the problem 
should be solved at the local, state, and 
regional levels,? and that encroachment 
of the Federal Government through 
financial subvention is unnecessary and 
undesirable. 

_The problem is most acute for the 
medical schools of private universities. 
State university medical schools in gen- 
eral are relatively better off. The finest 
schools are distributed fairly evenly be- 
tween private and public institutions. 
It would seem, therefore, that the prob- 
lem of the ‘private university medical 
school should be approached vigorously 
for a solution that would not involve all 
the schools of ‘the United States in the 
quicksands and risks of Federal subsidi- 
zation. There is perhaps more general 


3 The regional program for the Southern 
states is an example of a vigorous, imaginative 
plan for financing professional education for 
the health field on a practical non-Federal 
basis. The Western states are currently plan- 
ning regional compacts of a similar nature. An 
example of the solution of the problem of ade- 
quate financing of private schools on a state 
basis is the recent incorporation of the Long 
Island Medical School and the Syracuse Uni- 
versity Medical School within the new State 
University of New York. 
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agreement that Federal funds areneeded 
to assist schools of public health and 
schools of nursing. 

The problem of the financing of 
higher education in general is. under 
study by a commission established for 
this.purpose. Until the report of this 
commission is rendered, it would seem 
wise to postpone the request for Federal 
support of medical education. 

Congress has also before it a bill to 
establish a national medical school as 
an academy of medical science for the 
training of medical officer personnel for 
the government services. This bill is 
bad in principle and detail. Such a 
school could not influence the output of 
trained personnel for a number of years 
to come. The many objectionable fea- 
tures of a national academy in a profes- 
sional field other than military science 
and tactics argue forcibly for disap- 
proval of this proposal. Present expan- 
sion of enrollments in our medical 
schools and the addition of new schools 
under state auspices will. adequately 
meet the physician personnel require- 
ments of the civilian population and of 
the government. - 

The Federal Government, through 
several of its departments; chiefly the 
United States Publie Health Service, 
supports graduate medical edycation by 
providing scholarships and fellowships, 
especially in the field of psychiatry and 
in certain research areas: | Other depart- 
ments, including the Defense Depart- 
ment and the Atomic Energy Commis- 
sion, aid medical education indirectly 
through contracts for specific research 
projects which provide opportunities for 
faculty‘ members and a few graduate 


students to engage in research activities. 


Nurses AND TECHNICAL PERSONNEL 


In the field of nursing services, a very, 


real deficit in available professional per- 
sonnel exists. A recent study, con- 
ducted by the Washington State Nurses 


Association, shows that, in all fields of 
nursing service, there is need for 10,000 
nurses in the state of Washington. The 
supply is actually 7,419. In the case of 
hospitals there is a deficit of 1,577 
nurses, with only 76 per cent of the 
nursing staff positions filled. This fig- 
ure is 80 per cent if the mental hospitals 
are excluded. There are enough gradu- 
ate nurses in the state of Washington to 
meet the need, but many retire from 
practice or marry and never return. 
The situation in other states is said to 
be even more acute. With the increas- 
ing demands for nurses for the armed 
forces, the problem will become worse 
unless remedial steps are taken. 
Professional nursing education fol- 
lows roughly two patterns: (1) basic 
collegiate training leading to a bache- 
lor’s degree and a diploma in nursing; - 
and (2) hospital training leading only 
to a diploma. Only about 6 per cent of 
the nurses of the country are graduated 
from collegiate schools. These are the 
schools chiefly responsible for the train- 
ing of nurses specializing in public 
health nursing, industrial nursing, or the 
clinical specialties or preparing for su- 
pervisory and administrative positions. 
Vigorous study of this problem is under ` 
way in many states and by the national 
nursing organizations and the United 
States Public Health Service.* 
- The place of the professional nurse in 
the health service team is an important 
one. Related to this problem is the 
need for practical nurses and hospital 
personnel in general. There is increas- 
ing recognition of the importance of in- 
service training of nonprofessional per- 
sonnel to assist the short supply of 
professional nurses to meet the require- 


4 Féderal Security Agency, Public Health 
Service, Division of Nursing Resources, A Re- 
port of Washington Nursing Study, 1950, 
Washington, D. C., 1950; Esther Lucile Brown, 
Nursing for the Future, New York: Russell 
Sage Foundation, 1948. 
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ments of an adequate medical care pro- 
gram in hospitals and other health pro- 
grams. They are all on the team. 
Numerous technical personnel, such 
as physiotherapists, occupational thera- 
pists, dietitians, laboratory technicians, 
X-ray technicians, dental hygienists, 
and dental office assistants, are essential 
to any adequate program of health care. 


Training programs for, these groups in . 
hospitals and medical and dental schools * 


are of a high quality. The needs in this 
area of health service personnel are not 
so acute as in the other fields. No cur- 
rent great shortages exist, and emphasis 
is on the development of improved 
quality of training under the supervision 
of professional leadership. 


PHARMACISTS, DENTISTS, AND 
OPTOMETRISTS 


The pharmacist is an important mem- 
ber of the health service team. A com- 
prehensive survey on pharmaceutical 
and professional education under the 
auspices of the American Council on 
Education, was completed in 1948.5 It 
indicates some shortage in the supply 
of trained pharmacists and recommends 
improvement in records essential to the 
` development, projection, and planning 
‘for professional needs. It points to a 
history of sustained improvement in 
professional education of pharmacists 
_ over a period of years and proposes con- 
tinued appraisal of undergraduate teach- 
ing programs and development of gradu- 
ate specialist training programs. There 
is recognition of the importance of 
trained specialists in pharmaceutical 
chemistry: and in hospital pharmacy 
among others. It is suggested that ex- 
panded in-service postgraduate profes- 
sional instruction of practicing pharma- 


5 American Council on Education, Pharma- 
ceutical Survey, Findings cnd Recommenda- 
tions of the Survey, 1948 [Edward C. Elliott, 
Director], Washington, D. C., 1948. 


cists be sponsoréd by colleges of phar- 
macy. 

A survey of the dental schools of the 
country, concerned with standards and 
accreditation, is being completed at the 
present time. Dental education has 
faced unprecedented demands for the 
past ten years. Although enrollments 
in the dental schools have been at maxi- 
mum capacity and four new schools 
have been organized within that time, 
serious shortages in personnel still exist. 
The ratio of dentists to the population 
has remained about the same over the 
past ten years, that is, one to 1,850. 
This is perhaps the gravest problem in 
professional education for health serv- 
ice. 

Postgraduate and extension education 
has been an important aspect of dental 
education, Interesting experiments have 
been carried out by telephonic commu- 
nication with various centers through- 
out the United States, in a program or- 
ganized by the University of Illinois 
Dental School. There is need for more 
specialists in. various branches of den- 
tistry, and the schools are responding to 
this demand. As in medicine and nurs- 
ing, the dental societies, local and na- 
tional, are working in co-operation with 
professional schools on programs of con- 
tinued education for men in practice. 

Professional optometrists serve large 
numbers of people in correcting defec- 
tive vision by the prescription of appro- 
priate lenses.’ Several universities offer 
high-quality training programs leading 
to a professional degree. There are 
indications that relations between op- 
tometrists and ophthalmologists, and 
physicians in general, are improving, 
with mutual respect for specialized serv- 
ices rendered by each group. 

This is not the place to discuss the 
medical cults which masquerade as pro- 
fessions serving health needs. As the 
level of public education and informa- 
tion has been raised, relatively fewer 
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people call upon such persons for serv- 
ice. 


ACHIEVEMENT IN HEALTH EDUCATION 
AND SERVICES 


Americans are by nature self-critical 
perfectionists. They tend to magnify 
their problems and minimize their suc- 
cesses. Any unbiased appraisal of ac- 
complishments in professional education 
‘in the service of the health of the 
American people over the past fifty 
years shows truly amazing progress. 


No other nation can approach the: 


American achievement, either in health 
education or in health services. There 
are no short cuts to professional learn- 
ing and skill, and no panaceas to correct 
deficiencies in existing programs. 


- cellent prospects of success. 


Abundant evidence supports the state- 
ment that the American way of solving 
educational and health service problems 
at the local, state, and regional levels is 
adequate to the task ahead, with only 
limited aid from the Federal Govern- 
ment. There is no problem presently 
confronting education in the health sci- - 
ence fields that existing institutions and 
organizations are not attacking with ex- 
This, I 
take it, is in the great tradition of 
American ingenuity, independence, in- 
itiative, and abhorrence of looking to 
central government for all the answers. 
In these critical days as never before in 
history, freedom will be secure to the 
extent that men preserve their inde- 
pendence, educationally, financially, and 
morally. : 


_ Raymond B. Allen, M.D., Ph.D., LL.D., Seattle, Washington, is president of the Uni- 
versity. of Washington. He was in general medical practice from 1928 to 1930, and since 
then has served for various periods as associate dean in charge of graduate studies, College 
of Physicians and Surgeons, Columbia University; associate director, New York Post- 
Graduate Medical School and Hospital, Columbia University; dean, Wayne” University 
College of Medicine; dean of the College of Medicine and executive dean of the Chicago 
Colleges of the University of Illinois (medicine, dentistry, and pharmacy). a 
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Essential Local Public Health Services 


By HAVEN EMERSON 


HE haphazard use of the terms 
“medical care for the sick” and 
“public health services” and the wide- 
spread indifference to and ignorance of 
the latter field are largely responsible for 
the confusion in the public mind as to 
the essential differences between and 
the purposes, methods, ard resources of, 
these two great and equally important 
but not. synonymous functions affecting 
basically personal and public or com- 
munity relations between the medical 
and associated professions and the peo- 
ple of our country. i 
A local public health service—that is, 
a department of health of a community, 
be it city, county, village, town, or 
multiple units of similar jurisdiction 
within a state—has one purpose and 
two resources. Authority under statute 
law or local ordinance and the power of 
education in human biology and the sci- 
ences of sanitation and hygiene are the 
only resources of a health department 
maintained by local or state govern- 
ment. Its purpose is to apply the sci- 
ences of preventive medicine, prevent 
disease, develop a healthy population, 
and safeguard life at all ages so that the 
optimum of longevity may be attained. 
This objective is social, and the re- 
sources are granted by the expressed will 
of the people. The heath officer, the 
executive, generally a physician, is em- 
ployed by civil government to make ef- 
fective use of both authority and edu- 
cation for the benefit of all the people. 
His patient is the community, not an 
individual. 


THE HEALTH AUTHORITY 


In the United States, health authority 
is vested in the several and sovereign 
states. Interstate commerce and inter- 


national boundary control of prevent- 
able disease fall under the United States 
Public Health Service, which has in ad- 
dition broad standardizing, supervisory, 
consultative, and research functions, but 
no authority to enter upon or engage in 
local or state health services except at 
specific invitation of the state or local 
government. 

Similarly, the World Health Organi- 
zation has no authority to engage in any 
public health service in any country ex- 
cept on the invitation of the nation con- 
cerned. By international convention 
and conferences, numerous agreements 
as to uniform and standard procedures 
for disease control become effective 
through the voluntary act of the signa- 
tory nations. The WHO does not re- 
place or substitute for local, state, or 
national health authorities. 

In the United States each state has a 


state health department with specifically 
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defined duties, but these do not ordi-. 
narily include the right to replace local 
authority or conduct local health de- 
partments, although state laws and the 
regulatory power of the state board of 
health or public health council com- 
monly set standards for duties and per- 
formance of services by local health de- 
partments. ` 

It is traditional in many parts of the 
country to have a local board of health 
and a local department of health. The 
board is vested with authority to enact 
local ordinances, rules, and regulations 
having the force of law in respect to 
health protection, and also performs 
quasi-judicial and policy-forming func- 
tions. The health department is the 
executive branch of local government 
charged with protecting the people 
against disease and assisting them by 
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the persuasive force of scientific truth 
to develop and maintain the best health 
which their inherited qualities and their 
environment permit. 

What then are the activities of a local 
health department, of city, town, or vil- 
lage, of one or more counties or a dis- 
trict including parts or all of several 
counties and contained cities? 

It must be understood that while 
nothing worthy of the name of local 
public health services can be offered to 
a community or population group by 
local civil government without the per- 
formance of a half-dozen simple basic 
functions, there is a wide variety of 
other duties and activities imposed upon 
or initiated by the local board of health 
or health officer which the community 
demands or its peculiar economic, so- 
cial, climatic, racial, or occupational 
status seems to call for. 


Basic FUNCTIONS 


The most elementary or basic local 
public health functions, without which 
the modern application of the sciences 
of preventive medicine cannot be made 
socially or collectively effective, are the 
following six: 


Vital and public health statistics 


The statistical function consists of the 
collection, verification, tabulation, anal- 
ysis, interpretation, publication, and 
practical use of the facts of births, of 
certain notifiable diseases of communi- 
cable, occupational, nutritional, or other 
important categories, and of deaths. 
This is often referred to as the account- 
ing or bookkeeping of the public health 
department. Without accurate, prompt 
record of such demographic or commu- 
nity statistics, neither the character nor 
the extent of a preventable disease nor 
the results of measures for its control 
can be established. Furthermore, upon 
the study of the facts of marriage, ma- 
ternity, infant survival, age and cause 


of death, and the incidence and preva- 
lence of important disease, a balanced 
program of health promotion can be 


- based without guesswork, extravagant 


cost, or uncertainty of results of control 
efforts. Chronologically and in histori- 
cal importance, this function of vital 
statistics is of first, though perhaps not 
most popular, importance. 


Control of communicable diseases 


With almost mathematical precision, 
the practical elimination of many of the 
epidemic and pestilential diseases has 
been achieved in the past seventy-five 
years by the logical application of the 
rapidly accumulated knowledge of bac- 
teriology, immunology, virology, and the 
practical science of epidemiology. Dis- 
eases which spread from the sick to the 
well directly or by intermediate means, 
carriers, insect and other vectors, or by 
contamination of foods and fluids used 
by man, are all, theoretically at least, 
preventable, and in fact have been 
shown to be so by long, well-verified ex- 
perience. This was the first field of di- 
rect attack by health departments. The 
astounding triumphs achieved both in 
the acute communicable diseases of 
childhood and in the long-continuing in- 
fections such as tuberculosis and ma- 
laria bear witness to the intelligence and 
effectiveness of isolation of the sick, im- 
munization of the susceptible, manage- 
ment of carriers, and destruction of in- 
fected vector insects and animals, and to 
the brilliant results of chemical and anti- 
biotic therapy. 

The department of health relies on 
the family physician for reports of diag- 
nosed or suspected cases of notifiable 
communicable diseases. The attending 
physician’s diagnosis is confirmed or 
corrected by especially qualified diag- 
nosticians and by the procedures pro- 
vided by the local or state public health 
laboratory. General. hospitals equipped 
to receive a wide variety of diseased 
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conditions can with safety be used for 
the care of all kinds of communicable 
diseases. 


Control of environmentcl sanitation 


The third function of a local health 
department is to control conditions of 
the physical and biological environment 
of man so that he can carry on his life 
at home, at work, on the highway, and 
in his time of rest and recreation with- 
out hazard to his own or his neighbors’ 
health. This-is known as the control of 
environmental sanitation. It includes 
the protection of the source, processing, 
and distribution of water and foods, es- 
pecially milk and milk products, against 
contamination or pollution; the disposal 
of man’s personal and industrial wastes, 
insects, vermin, and animals capable of 
causing or spreading disease in the hu- 
man being; the cleanliness of air; the 
occupancy of living and working quar- 
ters; and the conditions of employment, 
particularly such as permit dusts, fumes, 
smoke, and contact with irritating or 
poisonous materials in the course of 
manufacture. Concern with housing 
standards, with noise as an annoyance 
bearing upon rest and comfort, and with 
the abatement of public nuisances even 
if they do not in all instances contribute 
to or actually cause illness, and also ac- 
cident prevention at home, on the farm, 
in the factory, and on the highway, fall 
within the scope of environmental sani- 
tation. 

The public health or sanitary engi- 
neer is a professionally qualified associ- 
ate of the medical officer of health usu- 
ally apointed as head of the sanitary 
bureau or division of the health depart- 
ment. With nonprofessional field sani- 
tarians, the public health engineer car- 
ries on the supervisory and regulatory 
duties required by the sanitary code of 
ordinances as far as these deal with san- 
itation. Educational promotion of high 
standards of communal cleanliness in 
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food processing, in public eating places, 
in and about homes and working places, 
and in camps and bathing and other 
recreational resorts is a method of help- 


-ful enforcement more effective and less 


costly than recourse to court procedures 
and the use of the police powers of the 
health department. 


A public health laboratory 


The fourth function in chronological 
order of development, and one essential 
to the effective performance of the lat- 
ter two described, is the operation of a 
public health laboratory. The first such 
local activity was established in New 
York City in 1894, the first three func- 
tions described having been the primary 
purposes of the Metropolitan Board of 
Health of the city from its organization 
in 1865. The new science of bacteriol- 
ogy and the discoveries of the specific 
bacterial causes of diphtheria, typhoid 
fever, tuberculosis, cholera, and some 
other communicable diseases made it 
both practical and imperative that the 
earliest possible identification of such 
diseases be offered to the physician re- 
porting his diagnosis or SSRN of a 
notifiable disease. 

Public health laboratories today offer 
a wide variety of diagnostic and analyti- 
cal tests of biological, chemical, and 
physical character, serving the needs of 
physicians, the general public, and the 
technical purposes of the various bu- 
reaus and divisions of the local depart- 
ment of health, in particular those re- 
quired to enforce sanitary ordinances 
affecting the production, processing, and 
distribution of foods, especially milk 
and its products. 

Most state laws require blood sero- 
logical tests of applicants for marriage 
license and also of the expectant mother 
to make possible the easy prevention of 
marital and congenital syphilis. Tissue 
examination is offered by some public 
health laboratories for early detection of 
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cancer. Blood typing of expectant par- 
ents and the newborn is done more and 
more frequently. These services, pro- 
vided at no cost to patient or physician, 
add very materially to the possibilities 
and accuracy of preventive measures, 
beneficial alike -to the individual and to 
the community. 


Change in emphasis 


It will be particularly noted that the 
four functions of a local health depart- 
ment above described represent the 
obligatory, or authoritative, functions 
calling- for enforcement or exercise of 
the so-called -police power of local gov- 
ernment. Until the turn of the century, 
it was emphasis on this exercise of au- 
thority that characterized the attitude 
of the local health officer and of the 
public towards him. 

With the development of the profes- 
sionally led but popularly supported 
campaigns against tuberculosis and in- 
fant mortality between 1895 and 1905 
a marked change from the earlier tradi- 
tions of the health department took 
place, and an altered attitude and close 
co-operating relation- of the reading and 
thinking’ general public ‘to its local 
health department were reflected in the 


two added functions now to be de-' 


scribed. Instead of authority, enforce- 
ment, and a rigid rule of law, there came 
the gentle but persuasive and Pervasive 
influence of education. 


. Child hygiene and health education 


In 1908 the first Bureau of Child 
Hygiene was. established in the health 
department of the city of New York 
under Dr. Josephine Baker, and in 1914 
` the first Bureau of Public Health Edu- 
cation was authorized in the same city 
under the direction of Dr. Charles F. 
Bolduan. The two functions indicated 
by these bureaus have become firmly 
established wherever modern public 


health service is attempted, their influ- 
ence expanding broadly as the public 
has responded to the educational ap- 
proach. 

“Maternity, infancy, and child hy- 
giene” expresses the scope of the field of - 
child hygiene nowadays, but concern is 


` recognized with genetics, eugenics, mar- 


riage counseling, prenatal guidance, and 
the whole range of bodily, mental, and 
emotional growth and` development of 
the child from birth until it has com- 
pleted the years of required school at- 
tendance and enters upon self-support. 
We are dealing here with the whole 
process of human reproduction, the re-- 
placement of the generations by, it is 
hoped, better quality of human product. | 
The bureau -or function devoted to 
public health education provides pro- 
gram, plan, and performance to pro- 
mote by an informed and understand- 
ing public the development of healthful 


‘habits of living and a-conscious desire 


to avoid preventable disease. Some 
principles of human biology, some ap- 
preciation of the laws of living matter 
as these béar upon the varied and very 
complicated pattern of social and eco- 
nomic existence today—of such is the 
basic teaching by the health depart- 
ment. These elements of hygiene are 
enlarged upon and made more specific 
when a particular preventable disease 
is uppermost in people’s minds or has 
shown trends to increase that require 
special effort to reverse. 

The experience of the past thirty 
years and more has created such a deep 
impression of the importance of public 
health information that every member 
of each bureau or division of a local 
health department, from the humblest 
clerk to the medical officer of health, 
the executive head of the department, is 
necessarily a health educator in some 
degree. 

Nothing so vital and responsive, to the 
people’s need as -their own local health 
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department can be thought of as static. 
‘The vista is broad and the horizon still 
distant.: We already see subdivisions of 
education concerning cancer, diabetes, 
heart disease, mental illness, and a num- 
-ber of other. diseases which we hope 
will prove to be preventable through 
education supplemented, by the periodic 
health examination to be best offered 
by the family physician. 

Local health departments are in some 
instances called upon to cerry out serv- 
ices for medical care of the sick, the 
indigent, or the general public. These 
activities rarely serve a useful preven- 
tive function, although tke health de- 
partment may be an appropriate admin- 
istrative or supervisory agency. It may 
well be that a general home nursing 
service can be carried out by the public 
health nurses of the local health depart- 
ment, giving bedside care of the sick, 
without loss of their major function, 
which is to carry out programs of pre- 
vention by educational methods.. 


NEGLECTED AREAS 


In spite of long experience with well- 
developed local health services in many 
states, there are large areas of our coun- 
„try and about 30,000,000.of our fellow 
citizens ‘lacking even the simplest and 
most modest local health service. The 
job of bringing the sciences of preven- 
tive medicine to every one of us and to 
all areas under our flag is hardly 70 per 
cent completed, although there is ample 
authority under the law, and the cost 
of $1.50 per capita in annual tax levy 
is well within the means of our people. 


Preventive medicine is indispensable” 


as a public service for the individual, 
his family, and his community. With- 
out the six basic public health functions 
above outlined for all our people, na- 
tional health security is but an empty 
promise. When we look about us in 
the continental sense we can see how 
halfheartedly the blessings of science 
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have been applied for public health pro- 
tection, and with what stupidity our 
people and their elected officers of local. 
government have clung to many colonial 
and political anachronisms which frus- 
trate efficiency and economy in the 
fields of medical science.. 


CONSOLIDATION NEEDED 


If every village, town, parish, county, 
and city were to take advantage of 
state authority to establish a local 
health jurisdiction, we might have as 
many as 150,000 autonomous health de- 
partments, most of them with so few 
voters and taxpayers that they could 
not afford. even the part-time services of 
one public health nurse. Competent 
, professional opinion is to the effect that 
1,200 local health departments would 
not only suffice to cover the continental 
United States but would offer oppor- > 
tunity for employment of professional 
and assistant personnel trained for the 
work and organized to deliver a service 
of good quality at a modest annual per 


, capita cost of about $1.50. > 


It is a simple and obvious truism 
that we already know much more about 
health protection than we apply either 
individually or collectively. We have 
learned that we cannot have . good 
schooling for children if all grades, ages, 
and -sizes are taught by one teacher in 
a single schoolroom. The union or 
consolidated school and school faculty 
is the answer. We have found that 
concrete and hard-surfaced automobile 
highways and branch or contributing 
roads cannot be developed by. village 
road commissioners or built by the 
spare time and labor of neighborhood 
farmers. We trust the state engineers 
and the state highway maintenance to 
keep our roads in good order and open 
in all weather. It is time we learned the 
simple essentials for a good local health 
department and how even the least vil- 
lage and the low-income communities 
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can have a health service comparable 
with that of metropolitan and industrial 
areas. 

Not more than a half-dozen of our 
states have authorized and organized 
local government health services so as to 
cover all their area and population by 
operating units capable of delivering at 
retail, in home, shop, factory, and school, 
all the essentials of a modern health de- 
partment. : 

The main reason for this serious fail- 
ure to put the sciences of preventive 
medicine to work for local communities 
is the petty politics of county commis- 
sioners, village supervisors, city coun- 
cils, and similar elected officials who 
fear loss of their position’ or influence 
if there is a consolidation of adjacent 
communities under county or multi- 
county auspices. 


NEEDS AND POSSIBILITIES 


A population of not less than 50,000 
is needed to give tax support and to 
justify the employment of the sixteen 
persons required to conduct a good lo- 
cal health department. A budget of 
$75,000 is needed. ‘The persons re- 
quired, all on a full-time salary basis, 
are: a medical health officer education- 
ally qualified; ten public health nurses 
—one for each 5,000 of the population 
—one of whom will be a supervising 
nurse; a sanitary or public health engi- 
neer; a nonprofessional assistant; and 
three clerks.* 

Local public health service is a full- 
time job, and to skimp it is inviting 
ignorance and disaster in the commu- 


1 Haven Emerson, Local Health Units for 
the Nation, New York, 1945. 


nity. The public health nurse is the 
visible and quite voluble agent actually 
distributing by word: of mouth and by 
practical demonstration those facts upon 
which the rearing of babies, the care of 
the expectant mother, and protection 
against communicable disease and mal- 
nourishment depend. She is a traveling 
salesman of health, and she can barely 
cover her district and bring the simple 
truth, the laws of right living, to the 
5,000 persons she is assigned to serve. 

The schools of medicine, public health, 
nursing, and engineering graduate many 
students seeking a public health career, 
and there is a general shortage of trained 
personnel in dentistry, health education, 
and laboratory branches. Salaries are 
being raised in an encouraging manner, 
and within a few years the trained per- 
sonnel will be available. 

There remains the problem of financ- 
ing a good local health department and 
of stirring up enough public interest and , 
enthusiasm to permit the collaboration 
of adjacent towns and counties in order 
to provide the necessary population and 
tax base. State and Federal grants to 
aid the economically backward counties 
can be relied upon. Local health coun- 
cils, parent-teacher associations, service 
clubs, voluntary health agencies, the 
press, and organized labor can be 
trusted to raise public interest to the 
point of decision and action. 

Local public health services are es- 
sential in the emergencies of peace as 
for the catastrophes of wartime. Every- 
one has a stake in his local health de- 
partment, and the health services are 
the most unselfish and nonpolitical of 
all functions of a local government. 


Haven Emerson, M.D., New York City, is emeritus professor of public health prac- 
tice, Columbia University. Among his other activities, he has served as professor of 
preventive medicine at Cornell University, and as president of the Board of Health and 
commissioner of the Department of Health, City of New York. He has directed health 
and hospital surveys in many cities of the United States and in Athens, Greece. He is 
author of Alcohol, Its Effects on Man (1934), Local Health Units for the Nation (1945), 
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The Medical Care Team 


By Frank G. 


HE single, unaided physician is no 

longer the principal source of medi- 
cal care in the United States. Modern 
medicine is furnished by a team of 
nurses and technical assistants headed 
by the physician, who in turn is aided 
by the research worker. Each has been 
specially trained to perform his or her 
particular function in the system of 
medical services which protect the 
health of the American people. 


FUNCTION OF THE PHYSICIAN 


At the outset of any discussion of 
numbers of medical personnel and their 
relation to the quantity and quality of 
service delivered, the peculiar function 
of the captain, the quarterback, and the 
coach of the medical care team should 
be clearly stated. It is the disturbing 
premise of the practice of medicine that 
the physician cannot win! Death comes 
either sooner or later. The physician 
can change only the age and the cause. 

_ The task is to increase the number of 
persons dying at the higher ages of life. 
When the physician saves a mother in 
childbirth, he only adds her name to 
the list of potential candidates for can- 
cer later on. When the physician saves 
a young laboring man from death from 
pneumonia, he merely adds that man’s 
name to the list of potential victims of 
heart disease later on. The task of our 
health service personnel is to help the 
physician to increase the percentage of 
those to whom death will come “later 
on,” and to increase the percentage of 
healthy days enjoyed each year. In 


* The views expressed herein are those of 
the author and not necessarily those of the 
American Medical Association. 
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this task the medical care team is aided 
by those responsible for improvements . 
in food, housing, and sanitation. 

The record of health progress in the 
past half-century in the United States 
testifies most eloquently to our success 
in increasing the percentage of persons 
dying at the higher ages. In‘1949 three- 
fourths of the persons dying had lived 
at least half a century, as compared 
with: only one-third in 1900. The me- 
dian age at death has jumped from age 
30 to age 66 in fifty years. The popu- 
lation has doubled, but the population 
over 64 years of age has quadrupled.: 
Life expectancy at birth has increased 
from 49 to 68 (plus) years—a gain 
unequaled during several previous cen- 
turies. If social progress means’ more 
and better years in which to grow and 
develop, with more and better goods 
and services, this has been man’s great- 
est half-century of social progress. 

There is no grave health crisis in the 


‘United States today. We started the 
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century with a low health rank among 
the nations of the world, handicapped 
by a mixed population. Many of the 
people came to our shores from areas of 
the world without the folkways and tra- 
ditions which promote good health. De- 
spite this handicap, our rate of health 
progress in this half-century probably 
exceeds that of any of the healthier na- 
tions. Today fatal accidents cut off 
more years from working lifetimes (age 
20 to age 65) of the American people 
than any one natural cause of death.” 

1 These three phenomenal changes are due 
in part to fluctuations in immigration and 
emigration and in the rate of natural growth 
of the population. 

2See Frank G. Dickinson and Everett L. 
Welker, What Is the Leading Cause of Death? 
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Heart diseases account for four and one- 
half times as many deaths, but most of 
the victims are retired people. (Ironi- 
cally, the increase in recent years in the 
number of deaths from cancer and heart 
disease is a measure of medical prog- 
ress.) Fatal accidents account for about 
7 per cent of all deaths. The decline in 
the number of deaths from pneumonia 
and tuberculosis has made prevention 
of fatal accidents the most acute prob- 
lem of preventive medicine for people 
at the working ages of life. After cen- 
turies of famine, pestilence, and strange 
maladies, violence now assumes the pre- 
_ mier role in the denial of the completion 
of the productive, earning period of life. 

Although there is no grave health 
crisis, these improvements in health are 
not sufficient. Medical care can never 
be adequate to the family of a dying 
person. Medical care can and will im- 
prove. As long as pain comes too often 
and death comes too soon to us mortals, 
the quest for better medical care and 
longer life will never end. The real 
“health crisis” of today is the social 
crisis which health progress has cre- 
ated—need for pensions and employ- 
ment for the aged. 


THE SUPPLY OF PHYSICIANS 


What is our record in providing the 
health personnel whose ‘efforts have 
been largely responsible for our high 
standard of medical care? The job of 
increasing the number of physicians is 
being done. The quantity as well as 
the quality of medical care has in- 
creased very rapidly. Between 1940 
and 1949 the number of doctors in- 

` creased 14 per cent, whereas the popu- 
lation increased 12 per cent. In mid- 
year 1949 the United States had 201,277 


Two New Measures, Bulletin 64, Bureau of 
Medical Economic Research, American Medi- 
cal Association, 1948, 28 pages. 


physicians,* excluding the 5,094 who 
graduated in June 1949,‘ or one for 
every 740 persons. In 1930 we had an 
estimated 154,500 physicians, or one 
for every 795 persons. Ours is the best 
ratio for any nation in the world, with 
the exception of Palestine. 

A breakdown of our total number of 
physicians follows: in general practice, 
73,079 to which it is customary to add 
the 23,139 who are part-time special- 
ists; those with practice limited to a 
specialty, 55,049; those not in private 
practice (working for industrial firms, 
for insurance companies, in research, 
and so forth), 6,677; those retired or 
not in practice,-9,700; those in hospital 
service (interns, residents, hospital ad- 
ministrators, and so forth), 29,169; 
those now on active duty with Reserve 
Corps and various ‘other Federal agen- 
cies, 4,464. (The 8,072 physicians on 
active duty with Regular Army, Navy, 
Air Force, U. S. Public Health Service, 
Veterans Administration, and Indian - 
Service are included in the above totals 
classified as to type of practice.) 


PHYSICIAN-POPULATION RATIOS 


It has been customary procedure, es- 
pecially among those authors wishing to 
establish a priori that the supply of 
medical care is inadequate, to discuss 
the availability of medical care in terms ` 
of physician-population ratios, which as 
a rule have been prepared and analyzed 
on the basis of some political area— 
usually a state or a county. It is then 
assumed that an area with twice as 
many physicians per capita as another 
area enjoys twice as much medical care 
or has twice as much medical care avail- 


3 American Medical Directory, 1950 (Chi- 
cago: American Medical Association, 1950, 
18th ed.), Table 3, p. 11. 

4 Journal of the American Medical Associa- 
tion (Educational Number), 144: 115, Sep- 
tember 9, 1950, 


THE MEDICAL Care TEAM o 27 


able. Fundamentally, the use of these 
ratios as measures of supply and de- 
mand, especially the former, ignores the 
fact that medical care for those who are 
neither indigent nor medically indigent 
is an economic service rather than a 
free service. The many social, eco- 
nomic, and geographic factors involved 
prevent the determination of supply or 
demand for an economic good by the 
counting of noses. 

One of the greatest objections to the 
use of physician-population ratios as 
measures of the availability of medical 
care is the implied assumption that the 


people in some given area must obtain. 


all their medical care. from within its 
boundaries. People cross county lines 
for the purpose of obtaining their medi- 
cal care as readily as they do for the 
purchase of their furniture or clothing. 
They likewise often cross state boun- 
daries for their medical care—especially 
when obtaining the services of medical 
specialists. Physician-population ratios 
-by states are also misleading, in that 
the people in one corner of a state, ex- 
cept for the comparatively rare services 
of specialists, are seldom served by the 
physicians in another corner of the state. 

The existence of class price in the 


fees charged by physicians lends a small - 


degree of validity, however, to the gen- 
eral use of physician-population ratios 
as indicators of the demand for phy- 
Sicians’ services. A greater validity 
could be attributed to the ratios for 
this purpose if one could assume’a con- 
stant utility of the consumer dollar and 
a uniformity in social customs, stand- 
ards of living, and the physical charac- 
teristics of the people in different areas. 

Physician-population ratios offer a 
means for comparing the prewar and 
postwar distribution of pkysicians and 
people; migrations during the 1940’s 
greatly affected both distributions. Over 
40 per cent of the physicians were in- 


ducted into the armed forces during the 
last war. Many of these physicians 
were completely severed from their 
peacetime ties, and, upon discharge, 
changed from their prewar locations. 


Results of study 


In a recent study, state physician- 
population ratios (physicians per 100,- 
000 population) for certain groups of 
physicians were compared for the years 
1938 and 1949.5 The national ratio for 
all physicians rose from 131 in 1938 to 
135 in 1949. The ratio for full-time 
specialists in private practice rose from 
22 to 37, and that for general prac- 
titioners and part-time specialists in pri- 
vate practice fell from 85 to 65. Other 
non-Federal physicians were not studied 
separately. 

One of the principal objectives of the 
study was to compare the variation in 
the distribution of physicians among the 
states. It was concluded that the rela- 
tive variation in the distribution of phy- 


5 Frank G. Dickinson and Charles E. Brad- 
ley, in co-operation with Frank V. Cargill, 
Comparison of State Physician-Population 
Ratios for 1938 and 1949, Chicago: American 
Medical Association, Bureau of Medical Eco- 
nomic Research, Bulletin 78, 1950, 16 pages. 

8 The analysis of this variability was based 
on two meastres of relative variation—the co- 
‘efficient of variation and the coefficient of 
quartile deviation. The coefficient of variation 
in the state arrays of physician-population 
ratios for non-Federal physicians increased 
from 24.9-per cent to 26.7 per cent between 
1938 and 1949; the coefficient of variation de- 
creased from 40.2 per cent to 39.1 per cent for 
full-time specialists in private practice and de- 
creased from 20.1 per cent to 19.6 per cent for 
general practitioners and part-time specialists 
in private practice. The coefficient of quartile 
deviation changed accordingly; it increased 
from 16.8 per cent to 18.5 per cent between 
1938 and 1949 for non-Federal physicians, de- 
creased from 26.4 per cent to 24.6 per cent for 
full-time specialists in private practice, and 
decreased from 14.6 per cent to 12.6 per cent ` 
for general practitioners and part-time spe- 
cialists in private practice. 
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Sicians in relation to the populations of 
the various states had increased for all 
non-Federal physicians but had de- 
creased for each of the two groups of 
physicians in private practice. In fact, 
general practitioners and part-time spe- 
cialists in private practice—‘family” 
physicians—were much more evenly 
distributed in relation to state popula- 
tions in both 1938 and 1949 than were 
full-time specialists in private practice. 

In this same study, state physician- 
population ratios for all non-Federal 
physicians were correlated separately 
with state rates for three measures of 
the general health situation—infant and 
maternal mortality and life expectancy 
at birth. The meager’ relationship be- 
tween the number of physicians per 
100,000 population and the health of 
the people (likewise the availability of 
medical care) is evidenced by the low 
values of the coefficients of correlation.” 
Not more than 26 per cent of the varia- 
tion in the measures of health for states 
can be associated with variations in 
state physician-population ratios. A 
search for causal influences on the gen- 

‘If physician-population ratios were ade- 
quate measures of the availability of medical 
service to the péople of an area, there should 
be a direct relationship between these ratios 
per given area and the health of the people 
in that area. In the almost total absence of 
adequate and reliable morbidity statistics, three 
measures of mortality have customarily been 
used to measure the level of health—infant 
mortality, maternal mortality, and life ex- 
pectancy at birth. In the study of state phy- 
siclan-population ratios (see supra 5), state 
physician-population ratios for all nonfederal 
physicians were correlated separately with 
each of these statistics. The coefficient of cor- 
relation of state physician-population ratios 
in 1949 with state infant mortality rates was 
~— 36, and with maternal mortality rates, 
—.51. (Perfect correlation in this case would 
be — 1.00.) The correlation of state physi- 
cian-population ratios in 1938 was made with 
average life expectancy at birth in the states 
in 1939-41. The coefficient for the latter -was 
13. 


eral level of health could be directed to 
such variables as income, racial com- 
position of the people, their health tra- 
ditions and habits, and their living and 
sanitary standards. f 


GREATER TECHNOLOGICAL EFFICIENCY 


The great increase in the technologi- 
cal efficiency of physicians between 1938 
and 1949 complicates any conclusions, 
based upon physician-population ratios, 
as to changes in the availability of phy- 
sicians’ services between these years. 
As alréady stated, modern medicine is 
practiced by a “team.” The great in- 
crease in the number of auxiliary per- 
sonnel is evidence that the medical team 
is growing and that the amount of medi- 
cal care is less dependent upon the phy- 
sician alone than it was even two or 
three decades ago. 

The increase in the teamwork is evi- 
dent. from the relative changes in the 
subgroups of physicians themselves. The 
physicians not in private practice ac- 
counted for almost 19 per cent of the 
total in 1938, and for 25 per cent in 
1949. The increase in the efficiency of 
the physician through the allied work of 
other personnel cannot be measured 
precisely. And in addition to team- 
work, the truly phenomenal improve- 
ments in transportation have made it 
possible for a given number of doctors 
to supply a greater quantity of medical 
care than ever before. — 

Stated in general economic terms, the 
productive capacity of the individual 
firm was enlarged during the 1940’s by 
improvements and increased personnel 
and equipment, and by changes in the 
buying habits of customers. The in- 
crease in the national physician-popu- 
lation ratio based upon all physicians 
from 131 in 1938 to 135 in 1949, for 
example, greatly understates the large 
increase in the supply due to increases 
in technological efficiency. In fact, the 
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effective supply in 1949 would have ~ 


been greater than in 1938 if the na- 
tional ratio, instead of increasing by 4, 
had declined by several times 4. 


Types or HEALTH PERSONNEL ` 


Who are the members of the medical 
care team? If one started to count all 
the public and private agencies which 
render some form of medical service to 
the American people, this article would 
run to many pages. The national asso- 
ciations of the specialized personnel ® 
have generously supplied the author 
with statistics on their members. Al- 


though it is not possible to do a com-. 


plete analysis of the supply of these 
other personnel, the very number and 
variety of types of service emphasize 
the complexity of modern medical care. 

It is not necessary to elaborate on the 
importance of dentists in maintaining 
health. The continuing task of preven- 
tive work and treatment is carried on 
by 81,854 licensed dentists. An addi- 
tional 5,022 names on the list of the 
American Dental Association are now 
being verified. 

Our total supply of registered nurses 
is 506,050, of which some 300,533: are 
now actively engaged in nursing. The 
largest number are employed by hos- 
pitals and other institutions. Private- 
duty nurses make up the next largest 
group. Public health work and office 


positions each use the services of about - 


one-tenth of our nurses. Others are at 
work in hospital schools of nursing and 
industrial plants. 

Next we may -consider the other as- 
sistants in the hospital who carry out 
their work under the direction of the 

8 American Association of Medical Social 
Workers, American Dental Association, Ameri- 
can Dietetic Association, American Occupa- 
tional Therapy Association, American Pharma- 
ceutical Association, American Physical Therapy 
Association, American Public Health Associa- 


S tion, American Society of X-Ray Technicians. 
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physician—physical therapists, occupa- 
tional therapists, and X-ray technicians, 
The Directory of the American Physical 
Therapy Association lists 4,295 mem- 
bers, not all of whom are actively pur- 
suing a career. These are qualified 
graduates of physical therapy courses 
approved by the Council on Medi- 
cal Education and Hospitals of the 
American Medical Association. Physi- 
cal therapists work directly under the 
supervision of licensed physicians who 
may prescribe heat, cold, light, water, 
electricity, massage, or therapeutic exer- 
cise in the treatment of disease or in- 
jury. 

Of the 3,500 professionally trained 
occupational therapists, 2,600 are ac- 
tively at work in the field. Training 
ranging from five years for the high 
school graduate to one and one-half 
years for the college graduate is re- 
quired for certification. The Council 
on Medical Education and Hospitals of 
the American Medical Association sets 
the standards. The occupational thera- 


pist carries out a physician’s prescrip- . 


tion for’ treatment through activity. 
She (or he) is part nurse, part social 
worker, part psychologist, who has been 
trained to administer and adapt occu- 
pational, educational, and recreational 
activities that aid the recovery of sick, 
injured, and disabled people. 

The work of X-ray technicians has 
become of crucial importance in recent 
years. The American Registry of X- 
Ray Technicians lists 7,582 persons in 
the United States as of June 20, 1950. 
These persons are graduates of courses 


approved by the Council on Medical” 


Education and Hospitals of the Ameri- 
can Medical Association and have had 
at least two years of expérience, in- 
cluding training. 

Among the most important of the 
auxiliary workers in the hospital is the 


dietitian. Of the 8,463 dietitianswho-~~_ 
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are members of the American Dietetic 
Association (including Hawaii), 4,675 
are in hospital work. Professional re- 
quirements for dietitians are exacting— 
a bachelor’s degree: which has included 
certain specified courses, and an ap- 
proved ‘dietetic internship in applied 
nutrition or institution management. 

Trained pharmacists have relieved the 
physician of some of the work essential 
to proper medical care.. At the present 
time there is no complete, reliable, us- 
able census of the number of phar- 
macists. This has resulted in widely 
divergent opinions as to’ deficits and 
surpluses of such personnel. A tabula- 
tion by the National Association of 
Boards of Pharmacy for the year 1947, 
plus a 1942 estimate for Illinois (which 
was not included in the 1947 survey), 
shows a total of approximately 96,130 
registered pharmacists. 

Still another adjunct to hospital care 
is the work of medical social workers. 
In collaboration with physicians they 
provide case work services to patients 
and participate in the planning, devel- 
oping, and operating of health programs. 
A recent estimate of the number of 
medical social workers made by the 
Women’s Bureau, Department of La- 
bor, is that there are twice as many in 
this field as belong to the professional 
association, which numbers 2,161 in the 
United States. Professional qualifica- 
tions include completion of a four-year 
college course, with a postgraduate 
medical social course from a school of 
social work approved by the American 
Association of-Schools of Social Work. 


Public health services 


Although a more complete discussion 
of public health work appears elsewhere 
in this issue, a discussion of health per- 
sonnel would not be complete without 
mention of the thousands of persons 
working for local, state, and Federal 


public health agencies. These agencies 
employ many of the types of personnel 
already discussed—physicians, dentists, 
nurses,. social workers, and dietitians— 
and also sanitation engineers, laboratory 
workers, health educators, and adminis- 
trative health officers. The number of 
persons providing local public health 
services under the auspices of local, 
statė, or Federal government in 1942 . 
was 40,782, of which 11,581 were part- 
time workers—doctors,, dentists, and 
health officers. A total of 17,628 full- 
time personnel in state health depart- 
ments in 1948 is the most recent sta- 
tistic available. i 

Most of the direct on-the-spot serv- 
ices provided by public health agencies 
are carried on under local ‘sponsorship, 
with state and Federal agencies concen- - 
trating on long-range planning, research, 
and special grants-in-aid and consulta- 
tion service to local agencies. ‘The Com- 
mittee on Professional Education of the 
American Public Health Association has 
established educational qualifications for 
most public health personnel. 

In addition to public agencies, the 
Red Cross, the voluntary family service 
and nursing agencies, the national foun- 


dations for heart, cancer, infantile pa- 


ralysis (to name only a few), the fra- 
ternal, religious, and national group as- 
sociations—all these and thousands of 
others make various amounts and kinds 
of medical care available. 


Cost oF MEDICAL CARE 


And what has it cost the American 
people to secure the services of the 
medical care team? Over the past 
twenty years the American people have 
consistently devoted about 4 per cent 
of their consumer budget to medical 
care.° But while this. proportion has 


9 Frank G. Dickinson, Is Medical Care Ex- 
pensive? Chicago: American Medical Associa- 
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remained constant, there has been a 
rapidly growing amount of-medical care 
available, because of greater efficiency 
in organization; the “output per phy- 
sician” increased about one-third dur- 


ing the 1940’s.1° And when the cost of ° 


medical care delivered by personnel in 
various agencies of government is added 
to that paid for by consumers, the, total 
represents approximately 4 per cent of 
the national income. 

These expenditures represent the col- 
lective decisions of the American. peo- 
ple. They have decided to devote 96 
per cent of both their consumer budget 
and the national income to items other 
than medical care. When proposing im- 
provements in facilities or increased 
numbers of health service personnel, the 
community must still be faced with a 
decision as to how much it is willing 
to pay for improvement—whether the 
most important need is for hospitals or 
houses, doctors or teachers. 


Steps IN HEALTH PROGRESS _ 
But the story of continuing needs 


cannot'stop with a listing of personnel. ` 


People are the agents—but what prog- 
ress can they hope to make? We have 
examined the organization which de- 
‘livers medical care—the medical care 
team. I would suggest the following as 
goals which are possible within the next 
five or ten years; by that time new ones 
can be set. They are objectives with- 
out which-a discussion of health service 


personnel is meaningless. 
: ` 





tion, Bureau of Medical Economic Research, 
Bulletin 60, 1947, 12 pages; Cost and Quantity 
of Medical Care in the United States, Bureau 
-Bulletin 66, 1948, 20 pages; and 1949 Supple- 
‘ment to Bulletin 66, Bureau Bulletin 72, 1949, 
16 pages. 
10Frank G. Dickinson, Bureau Bulletin 66, 
op. cib, p. 17; and “The Alleged Shortage of 
Physicians,” Journal of the American Medical 
Association, Vol. 142, No. 2 (Jan. 14, 1950), 
pp. 111-12. 
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Raise life expectancy 


1. The primary task of all those en- 
gaged in protecting and promoting the 
health of the American people is to de- 
crease the number of persons dying at 
the younger ages of life, which must in- 
crease the number of persons dying at 
the higher ages. Better medical care, 
with the aid of better food, housing, 
sanitation, and the other basic condi- 
tions of healthful living, can raise life 
expectancy at birth to 70 years before 
1955. Medical progress should be meas- 
ured not by how many people die, but 
how long they live before they die. It 
is harder to raise life expectancy for the 
old than for the young, but even for the 


old there has been and should continue ` 


to be some improvement. 


Reduce infant mortality 


2. We can have better medical care 
at the very beginning of life. We 
should aim to reduce the stillbirth- 
neonatal mortality rate (stillbirths plus 
those dying during the first month of 
life) to less than 35 per 1,000 total 
births. We should aim to reduce the 
later infant mortality rate (age 1 month 
to 1 year) to less than 7 per 1,000 live 
births. It is difficult to forecast the 
amount of improvement which can be 
anticipated in this index as a result of 
improved prenatal, intranatal, and post- 
natal care. The relative importance 
and the stubborn character of prema- 


‘ture birth render it one of the most 


difficult phases of the infant mortality 
problem. The 1946 rate for the United 


‘States for the second half of the first 


year was the lowest recorded for any 
nation, large or small. 


11 See Frank G. Dickinson and Everett L. 
Welker, Infant Deaths and Stillbirths in Lead- 
ing Nations, Bulletin 73, Bureau of Medical 
Economic Research, American Medical Asso- 
ciation, 1950, 19 pages. 
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Stillbirths and neonatal deaths ac- ` 


count for two-thirds of the “difference” 
between the infant mortality rates in 
New Zealand—the world’s leader in 
low infant mortality—and the United 
States. As a matter of fact, the com- 
bined rate shows an actual difference of 
less than one. The remaining one-third 
caused by later infant mortality (age 1 
month to 1 year) can largely be solved 
by a decrease in the pneumonia and 
diarrhea deaths in the sections of the 
United States in which the later infant 
mortality rates are relatively high. The 
remarkable conquest of .the infectious 
diseases which have caused many infant 
deaths in the past has reduced the death 
toll for those over 1 month of age to 
such an extent that the upper limit of 
12 months, normally used to define in- 
fant mortality, is much less important 
today than it was in the past. ‘The neo- 
natal rate may well become the “infant” 
‘mortality rate of the future, particularly 
when it is discussed in conjunction with 
the stillbirth rate. 


Reduce maternal mortality 


3. We can have better medical care 
for mothers. We should aim to reduce 
the maternal mortality rate to less than 
1 per 1,000 live births. The highest 
state rate in 1948 was.2.7, which was 
less than two-thirds of the rate of 4.3, 
the best state rate observed in 1933. 
This statement alone indicates that our 


rapid health progress has zot been re-_ 


stricted to the wealthier states which 
have a predominantly white population. 
_ Obviously, future decreases in the num- 
ber of maternal deaths per 1,000 live 


12 Tf stillbirths are combined with neonatal 
deaths in order that all failures under 1 month 
of age be considered, it is found that the fun- 
damental difference between New Zealand and 
the United States lies in the classification of a 
failure as a stillbirth rather than as a neonatal 
death, and not in the difference in the total 
number of failures. 


births will be smaller than in the im- 
mediate past. There are enough states 
in the United States with maternal mor- 
tality rates above 1.0 to anticipate some 
further decreases in the rates for indi- 
vidual states. Some of the state ma- 
ternal mortality rates are so low al- 
ready, however, that one death alters 
each rate drastically. The measurement 
of maternal mortality in the future will 


necessitate the use of a three-year or a 


five-year moving average. The objec- 


-tive should be to attain a national aver- 


age of less than 1 maternal death per 
1,000 live births over a period of years, 
and to attain that average for each sec- 
tion of the United States. 


Reduce morbidity 


4. We should increase the number of 
“well” days which the American people 
enjoy. The presently available statistics 
on morbidity are so poor, except for 
those on communicable diseases, that 
the objective cannot now be stated sta- 
tistically. Whenever such statistics are 
developed, the rates should be age-spe- 
cific in order that progress shall’not be. 
obscured by the aging of the popula- 
tion. For while medical progress has 
enabled those of middle age and beyond 
to lead a more vigorous life than ever” 
before, it must still be expected that a . 
man of 60 will be incapacitated more 
frequently and longer than a man of 30. 


The emphasis in this article has been 
placed on the medical care team rather 
than health service personnel as indi- 
viduals working independently; for while 
fifty years ago—perhaps even twenty- 
five years: ago—medical care was de- 
livered almost entirely by the doctor 
with the occasional assistance. of a 
nurse, today a whole galaxy of persons 
and institutions must be considered. 


. Tae Meprcat Care TEAM 33 


- Within the scope of this paper it has 
been possible only to comment pri- 
marily on the members of the hospital 
team. In conclusion it should be stated 
once again that it is not enough to 
measure one group of individuals and 
regard them as the supply of medical 


care. In the division of health service 
personnel between the military and the 
civilian population in a national emer- 
gency, those in charge of planning must 
recognize the need to allocate properly 
not only physicians, but also all the 
other members of the medical care team. 


Frank G. Dickinson, Ph.D., Chicago, Illinois, is economist and statistician and director 
of the Bureau of Medical Economic Research of the American Medical Association. He 
` was formerly assistant professor of economics at the University of Illinois. He is author 
of Public Construction and Cyclical Unemployment, which appeared as a supplement to 
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HE modern hospital today stands 
as a symbol of civilization; of 
man’s humanity toward man. 

The first half of fhis century has wit- 
nessed a profound change in the con- 
cept of hospitals, their design, function, 
and place in our modern society. The 
hospital is no longer considered pri- 
marily as a place for the indigent sick. 
On the contrary, it is the first thought 
of all classes of society when in need of 
medical care. No longer is the hospital 
concerned only with the cure of illness. 
Its concept now embraces preventive 
medicine and health education. Every 
new advance in medical science and 
technological procedures has strength- 
ened the popular demand for. hospital 
care. 

As a result of changing concepts of 
hospitals and hospital care, a tremen- 
dous expansion has taken place in our 
hospital system. An ingredient neces- 
sary to the rapid growth of hospitals was 
availability of funds. At the turn of the 
century, the Nation was in an era of ex- 
panding industrial development. 
private fortunes were being made, and 
this money was poured into hospital 
construction at an ever increasing rate. 
As a result, the number of hospitals in 
the United States expanded from 178 
in 1873, the time of the first hospital 
census, to 4,359 in 1909 when the sec- 
ond hospital census was taken. At the 
outbreak of the First World War in 
1914, the number of hospitals had in- 
creased to more than 5,000. Between 
the close of World War I and the be- 
ginning of the depression years, the con- 
struction rate was even more greatly ac- 
celerated, resulting in a total of 6,852 
hospitals in 1928. This was the largest 


Large. 
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number of hospitals ever registered in 
the United States, and 280 more than 
are in existence today. 


DEPRESSION YEARS 


Although the development of hos- 
pitals and hospital care iad made an_ 
auspicious beginning in the early years. 
of this century, troublesome times lay 
ahead. During the depression years of 
1929 to 1937, over 700 hospitals. were 
forced to close their doors. Much of 
the financial difficulty encountered by 
hospitals during that period was sired 
by the rapidity with which expansion 
had occurred. Easy money and poor 
planning frequently go hand in hand, 
and distribution and location had re- 
ceived relatively little attention. Hos- 
pitals were built as monuments to indi- 
viduals and to satisfy civic pride. This 
frequently resulted in overbuilding and 
duplication in some areas and great de- 
ficiencies in others. Even at the height 
of the expansion in 1928, more than 
1,200 counties with more than 15 mil- 
lion people were without hospital facili- 
ties of any kind. 

The depression years brought about 
changes in the social and economic 


' structure of the Nation which were to 
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have a lasting effect on our hospital sys- 
tem. Hospitals in the overbuilt areas 
were the first to feel the impact of the 
hard times. Widespread unemployment 
resulted in a large increase in occupancy 
of public hospitals and a corresponding 
decrease in the occupancy of private 
nonprofit institutions. The financial 
problems of the voluntary hospitals be- 
came so desperate that extraordinary 
measures had to be undertaken in order 
to obtain even a minimum operating in- 
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come. The most important of these 
measures was the concept of hospital 
insurance which was evolved by the 
Baylor University Hospital in Dallas, 
Texas, in 1929. That movement proved 
to be of immediate value in stabilizing 
the income of the voluntary hospitals. 
This plan, soon to be known as the Blue 
Cross, has spread across the country 
and now has some 35 million members 
in the United States. 

The depression years had a polomi 
effect on future as well as immediate 
construction of hospitals. Sharply in- 
creased income, inheritance, and other 
taxes -limited the amount of private 
contributions for hospital construction 
which had been so plentiful in previous 
years. As a result, construction of new 
hospitals was largely at a standstill be- 
tween 1929 and 1939. While the total 
number of hospitals decreased during 
that period, the total number of beds 
gradually increased from year to year. 
This indicated a trend towards larger 
institutions in larger population centers. 
In other words, the hospital construction 
during that decade consisted mostly of 
enlargement of existing hospitals, and 
was for the most part in the public hos- 
pital category. 


War EMERGENCY PERIOD 


With the onset of the war emergency 
period in 1940, the lack of hospital 
and public. health facilities, particularly 
in nonmetropolitan areas, was brought 
sharply into focus. In accordance with 


the national defense policy of that time, 


training camps, airplane factories, mu- 
nitions factories, and other war pro- 
duction efforts were widely dispersed 
throughout the nonmetropolitan areas 
of the country. The need for hospitals 
and health centers to care for these war 
production workers was immediate and 
imperative. 

This emergency was met promptly 
through the inauguration of an emer- 


gency construction program in critical 
areas. From 1940 to 1945, the Federal 
Government spent nearly 100 million 
dollars on 874 projects which included 
hospitals, nurses’ homes, and health cen- 
ters. Local contributions increased this 
amount by nearly 22 million dollars. 
By making careful studies of the needs 
of each critical area, these emergency 
facilities were made to fill a long-stand- 
ing need in the communities, and have 
continued to serve community needs 
since the end of the war. 

Although the emergency program 
served its purpose quite well as a war 
measure, it scarcely made a dent in 
the long-accumulated national need. It 
soon became obvious that a more com- 
prehensive and systematic approach to 
the problem was needed. 


COMMISSION ON HOSPITAL CARE 


From the beginning of hospital de- 
velopment in this country, nongovern- 
mental hospitals had been built and 
supported with private money. How- 
ever, it was becoming increasingly ap- 
parent that private funds were insuffi- 
cient to raise the hospital facilities of 
the Nation to a minimum standard of 
adequacy. Moreover, it was also evi- 
dent that, with rapidly rising costs of 
hospital construction, some means must 
be devised to prevent overlapping and 
duplication arid to provide for the many 
areas throughout the country which had 
never been able to afford hospital fa- 
cilities. 

After some preliminary study and 
planning, the American Hospital Asso- 
ciation in October 1942 decided to or- 
ganize a Commission on Hospital Care 
to analyze completely and objectively 
the hospital problems of the Nation. 
By October 1944 the commission had 
been appointed, financial support . for 
the work had been obtained, and the 
major objectives of the study had been 
outlined. Financial aid in conducting 
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the study was obtained from three pri- 
vate philanthropic foundations over a 
period of two years. 

The membership of the commission 
included twenty nationally known men 
and women representing the hospitals, 
medicine, nursing, farm and labor 
groups, industry, and the general pub- 
lic. A working staff of hospital experts 
was employed to conduct the studies 
and to assist in evaluating the results. 

The objectives of the study were: 
(1) to obtain a census of present hos- 
pital and ‘public health center facili- 


ties; (2) to appraise their capacity for - 


service; (3) to establish criteria relative 
to physical facilities, organizatidh, and 
management of hospitals; (4) to deter- 
mine the over-all need for additional fa- 
~ cilities and services; (5) to formulate a 
co-ordinated national plan for hospital 
service; and (6) to suggest methods by 
which the national plan could be re- 
alized. $ 

Pilot studies and demonstrations pro- 
vided the procedures and techniques for 
a national hospital survey. Study manu- 
als and comprehensive hospital ,ques- 
tionnaires were prepared, and assistance 


was given to the various states in the ` 


organization and condtict of their state- 
wide surveys. Study results were re- 
ceived from most of the forty-eight 
states, and tabulations from individual 
hospital questionnaires were prepared 
with assistance from the United States 
Public Health Service. 

The commission’s work ended in Oc- 
tober 1946 with the publication of a 
comprehensive report on its findings 
and recommendations: Briefly, the 
commission’s conclusions which have a 
most significant and direct bearing on 
later developments may be summarized 
as follows: (1) there was a great short- 
age. of hospital beds in the United 
States; (2) many hospitals were in poor 


1 Commission on Hospital Care, Hospital 
Care in the United States, New York, 1947. 


physical condition; (3) hospitals were 
not well distributed in rural areas; (4) 
state and community surveys should be 
continued in order to determine the 
exact needs of each community through- 
out the country; (5) a program of Fed- 
eral aid should be instituted; (6) the 
most urgent needs should be met first; 
(7) hospitals should be built according 
to a regional plan around medical cen- 
ters or teaching hospitals. 


HILL-BURTON PROGRAM 


Meanwhile, at its annual convention - 
in 1943, the House of Delegates of the 
American Hospital Association resolved 
to seek Federal aid in the construction 
of needed public and nonprofit hospitals: 
throughout the country. Formulation 
of a statute to carry out this resolution 
required long and careful deliberation 
to ensure that the proposal would be 
fair to all hospitals, both public and 
nonprofit, and that it would work to- 
wards correcting the existing inequitable 
distribution of hospital facilities. In 
January 1945, a bill (S. 191) embody- 
ing these principles and the recom- 
mendations of the Commission on Hos- 
pital Care was introduced in the United 
States Senate under the bipartisan spon- 
sorship of Senator Lister Hill of Ala- 
bama and Senator (now Justice) Harold 
Burton of Ohio. With the enthusiastic 
support of all organized groups, both 
professional and nonprofessional, the 
bill was passed and in August 1946 be- 
came Public Law 725 of the 79th Con- 
gress. 

With the passage of the Hospital Sur- 
vey and Construction Act, known as the 
Hill-Burton Act, the country for the 
first time in its history was embarked 
on a systematic, nation-wide hospital 
construction program with financial aid 
from the Federal Government. 

The program had a twofold aim: 
first, to assist states in surveying their 
over-all needs for hospital and health 
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center facilities and to draw up master 
plans for the provision of needed facili- 
ties; second, to assist in carrying out 
these plans by aiding in the construc- 
tion of needed -hospitals and health 
centers. 

For the survey and planning phase of 
the program, the act authorized the ap- 
propriation of $3,000,000 to the states 
to be allotted on a population basis and 
to be used to pay one-third of the sur- 
vey and planning costs. States were re- 
quired to complete this phase of the pro- 
gram before Federal funds for hospital 
construction could be obtained. Their 
plans were to give priority to communi- 
ties with the greatest needs, thus as- 
suring the rural and low-income areas 
first consideration. To obtain plan ap- 
proval, each state was required to pro- 
vide specified administrative machinery 
and establish minimum standards for 
sthe maintenance and operation of the 
hospitals constructed under the pro- 
gram. 

For the construction phase of the 
program, the act authorized $75,000,000 
of Federal funds each year for five years 
to assist local communities in building 
new hospitals. Allotments to the states 
were to be based on the state’s popula- 
tion and per capita income, thereby as- 
suring that relatively more money would 
be allotted to the poorer states. One- 
third of the total costs of hospital con- 
struction could be provided from the 
state allotment. This assistance is 


available- to both public and private - 


nonprofit hospitals and health centers. 


ACCOMPLISHMENTS TO DATE 


The Hospital Survey and Construc- 
tion program proved to be the answer 
to a long-felt need. Good evidence of 
` this was shown by the immediate ac- 
tivity of the states in completing their 
hospital surveys, already initiated by 
the Commission on Hospital Care, and 


in developing their plans for needed 
hospital construction. By the close of 
the first year of the program’s existence, 
47 states and 4 territories had com- 
pleted and received approval of their - 
construction programs, 

The first project application received 
initial approval in September 1947. At 
the start, it had been correctly antici- 
pated that a full year would be neces- 
sary for completion of the state surveys 
and construction plans. By the middle 
of 1949, approximately 800 project ap- 
plications had been approved for Fed- 
eral aid, and all states were participat- 
ing in the construction phase of the pro- ` 
gram. So successful was the program 
considered by Congress that, in October 
1949, the original law was amended to 
provide $150,000,000 annually for con- 
struction grants and to extend the dura- 
tion of the program through 1955. In 
addition, Congress liberalized the terms 
of assistance so that the poorer states 
and communities may now receive from 
the Federal Government as much as 
two-thirds of the cost of building their 
hospitals. ` 

The program is now four years old. 
Over this period nearly 1,500 project 
applications have received approval for 
Federal aid in construction. Total con- 
struction costs for approved projects 
have reached one billion dollars, with 
the Federal share approximating one- 
third of this amount. Construction has 
been started on more than 1,000 proj- 
ects, of which over 200 have been com- 
pleted. 

More than three-fourths of the proj- 
ect applications approved thus far are 
for general hospital construction. Pub- 
lic health. centers follow, in order of 
number, accounting for about 16 per 
cent of all approved projects. Mental 
hospital projects represent about 5 per 
cent of the total, tuberculosis projects 
3 per cent, and chronic disease projects 
less than 1 per cent. 
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About one-half of the general hospital 
projects. are for completely new facili- 
ties; the remaining half are for addi- 
tions or alterations to existing buildings 
. or for the replacement of old facilities. 
On the average, the new general facili- 
ties will have a capacity of somewhat 
under 50 beds; relatively few of the ap- 
plications—about 10 per cent—call for 
new hospitals of 100 beds or more. 

For the most part, the new general 
hospital projects are being located in 
small towns and rural areas; 70 per 
cent are being built in communities with 
populations of less than 5,000, and less 
* than 5 per cent are in cities with popu- 
lations of 25,000 or more. Many of 
these new projects are for areas where 
no general hospital had previously ex- 
isted. Many more are for areas where 
existing hospitals are completely unac- 
ceptable according to standards which 
the states have established. 

A long step has been taken toward 
remedying deficiencies in hospital fa- 
cilities throughout the country. All 
told, some 65,000 hospital beds of all 
types are being provided through proj- 
ects approved to date. It is anticipated 


that three times this number will have- 


been provided before the program, as 
its lifetime is now fixed, ends. 
true that not all of these new beds will 
be located in completely new facilities; 
some will be necessary replacements for 
obsolete and otherwise nonacceptable 
beds in already existing hospitals. Prob- 
ably little more than one-fifth of the 
additional hospital bed needs of the 
Nation can be met by the program be- 
fore its present closing date. 


HOSPITALS By TYPE AND OWNERSHIP 


Statistics on the availability and dis- 
tribution of hospitals and hospital beds 
are obtained from three principal 
sources: ‘the annual hospital census of 
the American Medical Association, the 
annual directory of the American Hos- 


It is” 


pital Association, and the state hospital 
inventories undettaken as part of the 
Hill-Burton program. All three sources 
are drawn upon in this and the follow- 
ing discussions of the use and financial 
support of our available hospital re- 
sources.. 

In 1949, according to the census of 
the American Medical Association, our 
hospital resources consisted of 6,572 fa- 
cilities with a bed capacity of 1,439,030 
and with a bassinet complement of 
89,386. Hospitals, as a rule, are broadly 
grouped into three service categories— 
general and allied special, nervous and 
mental, and tuberculosis. By far the 
largest number of hospitals is included 
in the.general and allied special group- 
ing; in 1949 this group represented ap- 
proximately 84 per cent of all hospitals 
in the country. Nervous and mental 
facilities accounted for 9 per cent of all 
hospitals, and tuberculosis facilities for, 
7 per cent. - 

The picture is altered, however, when 
the number of beds: rather than the 
number of institutions is considered. 
The bed capacity of general and special 
hospitals in 1949 represented only 45 
per cent of the total bed capacity of all 
hospitals. Nervous and mental facili- 
ties accounted for 49 per cent of the 
total, and tuberculosis facilities for 6 
per cent. i 

The role of government in providing 
facilities for hospital care has frequently 
gone unrecognized. Of all hospital beds 
in the country, nearly three-fourths are 
operated by governmental units—Fed- 
eral, state, county, or city. In 1949, 
state governments provided over 45 per 
cent of the Nation’s hospital beds; the 
Federal Government supplied 13 per 
cent; and local governments provided 
another 13 per cent. 

The remainder of the country’s hos- - 
pital bed capacity is under voluntary 
nonprofit or proprietary auspices. 
Church-sponsored and other voluntary 
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nonprofit institutions maintain nearly 
one-half of all hospitals, but provide 
only about one-fourth of the total bed 
capacity. The proprietary group, which 
represents somewhat under one-fourth 
of all hospitals, provides only 4 per cent 
of the total hospital beds. 


DISTRIBUTION AND ACCEPTABILITY 


All studies of the hospital facilities of 
the country point up one important 
fact: hospitals and hospital beds are 
poorly distributed. This is apparent, 
not only among the states, but also 
among different areas within the same 
state. It is not difficult to understand 
this situation. Because of their costs 
of maintenance and their need for 
highly trained medical personnel, hos- 
pitals have followed concentrations of 
wealth and learning. 

The state inventories of existing hos- 


pital facilities, conducted as part of the. 


Hill-Burton program, and their plans 
for needed hospital. construction, pro- 
vide-a new approach to the appraisal of 
hospitals and hospital beds throughout 
the country. For the first time, these 
facilities were appraised not only in 
terms of their number and distribution, 
but in terms of their suitability for hos- 
pital use. Each state agency respon- 
sible for the conduct of the hospital 
construction program developed its own 
criteria for determining -the accept- 
ability or nonacceptability of facilities. 
Obsolescence, improper design, fire haz- 
ards, and health hazards constituted the 
major reasons for the nonacceptability 
of a hospital’s facilities. 

Wide variations are found among the 
states in the availability of acceptable 
general hospital beds. For the United 
States as a whole, the ratio of acceptable 
general hospital beds to each 1,000 of 
the population was 3.0. But among the 
states and territories, the ratio varied 
from zero in the Virgin Islands to 5.7 in 


cities. 


Nevada. ‘Three states and two terri- 
tories had two or fewer acceptable beds 
per 1,000 population, and three states 
had more than 4.5 per 1,000 persons. 
With the exception of Nevada, none of 
the states reported enough acceptable 
beds to meet so-called “standards of 
adequacy.” ? As a rule, general hos- 
pitals are concentrated in the larger 
Consequently, the ratios of beds 
to population are substantially higher 
for urban than for rural areas in the 
states. 

Appraisal of mental, tuberculosis, and 
chronic disease hospital beds followed a 
pattern similar to that used for general 
hospitals. The beds in each type of fa- 
cility were classified according to the 


_State standards of acceptability. 


Of 463,000 mental hospital beds re- 
ported from the state surveys, 399,000 
were classified as acceptable and 64,000 
as nonacceptable. As in the case of 
general hospitals, the distribution of 
mental hospital beds was uneven from 
state to state. For the entire country, 
acceptable mental hospital beds were 
reported in a ratio of 2.7 beds per 1,000 
population. But the ratios varied from 
as low as 1.1 per 1,000 persons in Puerto 
Rico to 4.9 per 1,000 in Colorado and 
Nebraska. The ratio of 5.0 mental beds 
per 1,000 persons, usually advanced as 
a standard of adequacy and prescribed 
by the Hill-Burton Act as the limit be- 
yond which Federal aid in construction 
would not be provided, was not attained 
by any state.. 


2 Under the Hospital Survey and Construc- 
tion program, these “standards” actually are 
limits beyond which the Federal Government 
will not aid in hospital construction. For gen- 
eral hospitals, these limits range from 4.5 beds 
per 1,000 to 5.5 beds per 1,000 population, de- 
pending on population density of the states. 
While Nevada reported 5.7 beds per 1,000 
population for the state as a whole, there 
were several areas within the state that re- 
ported. deficiencies in the number of available 


* acceptable beds. 
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Tuberculosis beds, according to the 
state plans, totaled 94,000 early in 
1950; of these, 81,500 were considered 
acceptable and 12,500, nonacceptable. 
Again a wide variation is found in the 
distribution of acceptable beds—from as 
low as 0.30 beds per tuberculosis death 
in one state to as high as 4.42. 

Beds for chronic disease conditions 
are relatively few—totaling only 48,000 
at the beginning of 1950. Acceptable 
beds numbered 34,000; nonacceptable, 
14,000. As many as fifteen of the states 
and territories reported a complete Jack 
of chronic disease beds. Among those 
states reporting some acceptable beds of 
this type, the ratio per 1,000 population 
varied from 0.3 to 1.6. At present, 2.0 
chronic disease ‘beds per 1,000 popula- 
tion is more or less generally accepted 
as the bed-population ratio needed for 
adequate care; this is the standard pre- 
scribed in the Hill-Burton Act. 


UsE or HOSPITALS 


` In 1949, one out of every nine per- 
sons in the United States was hospital- 
ized. In round totals, this means that 
16.7 million of our 148 million. popula- 
tion entered a hospital at some time 
during the year. For these patients, a 
total of 447 million days of hospital 
care were provided. 

Most patients are admitted to gen- 
eral hospitals. In 1949, according to 
the hospital census of the American 
Medical Association, 97 per cent of all 
hospitalized patients were admitted to 
general and allied special hospitals. On 
an average day, 467,500 persons were 

. receiving general hospital care. In 
other words, normally during 1949, 
three-fourths of the general hospital 
beds were occupied. Hospital occu- 
pancy varied significantly among the 
states—from 57 per cent in Wyoming to 
about 60 per cent in the southern states 
of Alabama and Arkansas, to 82 per 
cent in Missouri. 


Over the year’s time, more than 175 
million days of general hospital care 
were provided—nearly 11 days of care 
for each patient admitted to a general 
hospital. Throughout the states there 
was a wide variation in the average 
length of stay in general hospitals; a 
low of 6.7 days per admission was re- 
ported for Alabama compared with a 
high of 15.9 days for Rhode Island. 
As a rule, the states with the longest 
lengths of stay were those with the high- 
est ratios of beds to population. 

While the great majority of patients 
are admitted to general hospitals, men- 
tal facilities rank first among all hos- 
pitals in the number of patient days of 
care provided annually. In 1949,'on an 
average day, more than 675,000 pa- 
tients were receiving care in nervous and 
mental institutions; total days of care 
for mental patients during that year to- 
taled over 246 million. 

Patients in tuberculosis institutions 
numbered close to 70,000 on an aver- 
age day in 1949, and patient days of 
care totaled more than 25 million. 


FINANCIAL Support oF HOSPITALS 


~America’s hospital plant is a “big 
business” establishment. For 1949, the 
American Hospital Association has re- 
ported the total valuation of the Na- 
tion’s hospitals at nearly $7 billion. 
This national hospital network repre- 
sents an investment of $47 per capita; 
each hospital bed represents an invest- 
ment of $4,839. 

Total operating expenditures fos main- 
tain our hospital system reached ‘$3.5 
billion in 1949. The largest share of 
these costs, $1.8 billion, was required to 
operate non-Federal general and special 
short-term facilities. Operating costs 
for all federally owned facilities were 
approximately $764 million; for mental 
hospitals, $619 million; for tuberculosis 


- hospitals, $160 million; and for general 


easel 
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and special long-term facilities, $101 
million. ' 

Since mental and tuberculosis insti- 
tutions are, for the most part, owned 
and operated by some governmental 
unit, tax funds provide the principal 
source of income for these facilities. 
General hospitals, however, have de- 
pended mainly upon receipts from pa- 
tients and, to a less extent, upon volun- 
tary contributions for their means of 
support. In 1949, patient income pro- 
vided 84 per cent of the total income 
of all non-Federal general and special 
short-term hospitals reporting to the 
American Hospital Association. Funds 
provided by government, voluntary con- 
tributions, such as those of community 
chests and gifts from individuals, and 
income from endowments make up the 
remainder of the general hospital in- 
come. 

In recent years, a growing proportion 
of income for general hospitals has been 
derived from insurance programs. Chief 

. among these are the Blue Cross plans, 
which in 1949 paid to hospitals for the 
care of Blue Cross members a total of 
$328 million—just under 22 per cent of 


the total patient income of non-Federal | 


general and special short-term facilities. 


Furure HOSPITAL NEEDS 


While there has been a remarkable 
growth in the number and bed capacity 
of the Nation’s hospitals over the past 
hundred years, there still remains a 
great need for additional hospital facili- 
ties. The present need for hospital beds 
of all kinds is nearly double the number 
now available. In the general hospital 
category, an additional 245,000 beds 
are needed—nearly 50 per cent more 
than we now have. More than 325,000 
additional mental hospital beds are 
needed to meet a minimum standard 
of adequacy; about 400,000 acceptable 
mental beds are now available. The 
greatest need, in relative terms, is 


for additional chronic disease facilities. 
With a total of only 34,000 acceptable 
chronic disease beds available through- 
out the country, an additional 260,000 
are needed to meet a ratio of 2.0 such 
beds per 1,000 population. Numeri- 
cally, the additional bed need is small- 
est in the tuberculosis hospital cate- 
gory. Currently 82,000 acceptable tu- 
berculosis beds are available; 67,000 
more are needed. 

Under the Hill-Burton program new 
hospitals are being built in areas where 
none has heretofore existed, principally 
in rural and low-income communities. 
But the hospitals in these areas are al- 
most invariably small, widely separated, 
and far removed from centers of medi- 
cal learning. By themselves, they can- 
not hope to provide many of the serv- 
ices needed by the people they serve. 
The problem for the future is to ensure 


that these facilities can provide effective 


and efficient service. The logical an- 
swer is to link the small hospitals of a 
region with a large teaching hospital or 
medical center. This concept of re- 
gional co-ordination was recommended 
by the Commission on Hospital Care 
and forms the basis of state plans for 
hospital construction under the Hill- 
Burton program. 

The ultimate objective of a regional 
hospital system is to provide a quality 
of hospital care in rural areas which is 
as good as that available to city dwell- 
ers. Through such a system, many 
lines of affiliation among hospitals would 
be developed. Knowledge relating to 
modern hospital practices and services 
would be exchanged; a rotating system 
of intern or resident service would be 
providéd to hospitals. which ordinarily 
would be without such services; con- 
sultation and part-time specialist serv- 
ice in radiology and pathology, for ex- 
ample, would be provided to the small 
facility; continuation courses would be 
developed for all types-of hospital per- 
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sonnel, and postgraduate training would 
be provided for physicians practicing 
in small communities; periodic clinical 
conferences would be held in the small 
hospitals; and arrangements would be 
made for the discussion and exchange 
of information on improved hospital ad- 
ministrative techniques and procedures. 
Regional hospital councils would pro- 
vide much of the stimulus for these ac- 
tivities. 

A small start has been made in the 


: 


development of s 
plans by a numbe 
ganizations. It is 
few years will see 
in this direction. 
struction of need 
with progress in 
creasing the servi 
through regional | 
vance will be mad 
goal of adequate 
people. 
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Group Practice 


By Dean A. CLARK and COZETTE Harney 


OR more than a decade the spot- 

light of public opinion has been 
focused on the pros and cons of vari- 
ous methods of financing medical care. 
While the importance of this issue can- 
not be denied, it should be understood 
that the provision of adequate medical 
care for all Americans rests upon more 
than a financial formula. A pattern 
of professional organization which will 
weld the multitudinous parts of health 
and medical services into a smoothly 
functioning whole is as important as the 
consumers’ means of paying for these 
services. Among the methods of pro- 
fessional organization gaining in popu- 
larity and spreading throughout the 
country is that of group practice. 


DEFINITION oF GROUP PRACTICE 
Group practice may be defined as a 


system of co-operative practice of medicine 
by physicians representing more than one 
medical specialty for the purpose of pool- 
ing experience and skill, facilities and 
equipment, technical and other auxiliary 
personnel, operating expenses and, usually, 
earnings also. 


The essence of group practice is profes- 
sional co-operation. In endeavoring to 
provide better medical care, a group of 
physicians pool their knowledge, judg- 
ment, and special techniques, and inte- 
grate their efforts through consultations, 
staff conferences, combined record sys- 
tems, and close professional association. 

` The setting for this professional col- 
laboration is usually a clinic building or 
medical center. Here the group phy- 
sicians share office space, use in com- 
mon the medical equipment, and em- 
ploy a single staff of nurses, technicians, 
and administrative and other auxiliary 


personnel. In addition to these charac- 
teristics, the group usually has a plan 
whereby the professional income of its 


members is pooled. 
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REASONS FOR DEVELOPMENT 


Group practice is a natural outgrowth 
of the development of modern medicine. 
Since the turn of the century rapid ad- 
vances in medical research have pro- 
duced a vast and complex science, one 
which is too tremendous and compli- 
cated to be grasped and applied by any 
one individual. This has led to an 
increase in specialization until today 
twenty-three different classifications of 
specialists and subspecialists are certi- 
fied by the various American Medi- 
cal Specialty Boards. In addition, the 
medical team includes members from 
allied professional : fields—the dentist, 
the nurse, the social worker, the physi- 
cal therapist, the health educator, the 
dietitian, the psychologist, and the labo- 
ratory technician, to mention but a few. 
The physician accounts for only one in 
ten of those engaged in health work. 
To provide complete medical care of 
high caliber, the individual doctor calls 
upon numerous medical specialists for. 
consultation and assistance, and also en- 
lists the aid of workers in these many 
allied fields. 

Modern medicine also demands a vast 
armamentarium of medical equipment 
which requires substantial original capi- 
tal to purchase and sizable current ex- 
penditures to operate. The day is past 
when one doctor could command all the 
physical resources essential for the prac- 
tice of medicine. 

As medical practice has progressed in 
effectiveness and complexity, it has at 
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times lost sight of the “patient as a per- 
son.” There has been a tendency to ac- 
cord greater prestige to superspecializa- 
` tion than to general practice, to place 
more emphasis upon the disease or the 
affected organ than upon the individual. 
A full understanding of the patient, in- 
cluding his personal problems and the 
impact of these upon his well-being or 
response to treatment, has often been 
neglected. In education and in daily 
practice the medical group can provide 


the most favorable environment for con- . 


sideration of health service in its en- 
tirety. Comprehensive health examina- 
tions, health education, solution of so- 
cial and emotional problems, vocational 
advice, and special types of therapy call 
for resources and personnel which can- 
not be readily provided by the busy 
solo practitioner in his private office. 
Group practice of medicine can assume 
total responsibility for the individual 
patient and fulfill its complete obliga- 
tion. 


POTENTIAL ADVANTAGES 


Through the medium of group prac- 
tice, physicians are given a better op- 
portunity to work together to’ supple- 
ment one: another’s knowledge. Close 
physical proximity facilitates their con- 
sultations on puzzling cases and simpli- 
fies the-referral of patients to the group 
physician or technical worker best quali- 
fied by training and experience to render 
the service indicated. This need not 
mean that the patient becomes lost in 
the maze. In well-organized groups the 
patient customarily has a personal phy- 
sician who is his medical adviser. This 
may be either a general physician or 
one of the specialists. While a patient 
may be referred to several doctors in 
the group center, there can be continuity 
_ of care because the physicians are able 
to discuss the case with one another and 
with the patient’s personal physician, 


and a unified record system can be - 
maintained giving the findings of all 
physicians. 

Economies in overhead cost which re- 
sult from sharing premises, equipment, 
and auxiliary staff mean that the group’s 
facilities for diagnosis and therapy may 
be more extensive than in the usual solo 
practice, and that services can be ren- 
dered at a reasonable cost. A group of 
physicians, for example, can afford to 
buy far better X-ray equipment than , 
any one of them could purchase indi- 
vidually. Moreover, with a number of 
physicians sharing the use of this equip- 
ment, it can be used to its full ca- 
pacity, whereas most individual’ phy- 
sicians could keep it in use only a frac- 
tion of the day. 

Under solo practice, a well-to-do indi- 
vidual can obtain medical care com- 
parable to that offered by a group only 
by seeking out a number of different 
physicians in their separate offices. In 
addition, he may have to visit a hos- 
pital or clinic for more extensive diag- 
nostic tests. Even then, the viewpoint 
of the individual specialist is likely to 
be limited, and there is no simple way 
to co-ordinate the findings of several 
widely scattered physicians. 

Not only is such a system wasteful 
of the time and effort of patient and 
physician, but the physician who first 
sees the patient may hesitate to seek 
the opinions of consultarits or to suggest 
the advisability of procedures which he 
is not equipped to perform. He may 
hesitate because of the additional cost 
to the patient, because he fears that 
henceforth the patient will lack con- 
fidence in him, or because referral means 
temporary or permanent loss of the pa- 
tient. f 

These deterrents to consultation and 
referral may be overcome by group 
practice, particularly if the professional 
income of the team is pooled and re- 
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distributed without major emphasis on 
the number and types of services pro- 
vided by each participating physician. 
If remuneration is based principally on 
the number of services rendered, quan- 
tity—not ‘quality—of care is encour- 
aged, and professional co-operation is 
diluted because the physician has a 
financial incentive for keeping the pa- 
tient under his exclusive care. One of 
the prime values of group practice is 
that professional assistance can be so- 
- licited and obtained without primary 
consideration of the fee involved. 


Economic AND EDUCATIONAL 
- OPPORTUNITIES 


‘This is not to imply that physicians 
belonging to a group receive less income 
than ‘their colleagues in solo practice. 
According to a study of 18 groups in 
1945-46 the annual net income of phy- 
sicians who were full partners averaged 
$17,497. Physicians in solo practice 
had an average net income of $11,000 
in 1947. Furthermore, the group prac- 
titioner gains greater economic security 
because the clientele of a group is more 
stable than the case load of an indi- 
vidual entrepreneur. A good group 
should develop a professional reputa- 
tion that will attract new patients to 
the group as such. 

During his professional career the 
solo physician usually experiences wide 
variations: in income. The early lean 
years when he first hangs out his shingle 
come at a time when he needs substan- 
tial capital to invest in medical equip- 
ment and supplies. His peak earning 
capacity is reached by middle age and 
is generally followed by a rather abrupt 
decline in activity and income. Group 
practice offers a means of smoothing out 
these fluctuations in financial rewards. 
Thus the doctor joining a group can be 
provided with a more adequate living 


at first and a more gradual tapering off 
later, although he may not have as 
large an income during his middle years. 
A medical group may also work out a 
retirement plan for its members. 
Similarly, membership in a group en- 
ables the physician to make the most 
advantageous use of his professional 
skills. Working under the supervision 
of other group members, the young phy- 
sician can make full and immediate use 
of his recently acquired knowledge and 
technique: He may continue to perfect 
his skill in a special field under the 
guidance of the senior physicians of the 
group. Furthermore, the patients of an 


. entire group are likely to present a va- 


riety of conditions far greater than a 
single doctor would ordinarily see. A 
group may also offer an interesting pro- 
fessional life for the general physician 
as the key man on the medical team. 
The educational opportunities pre- 
sented by group practice are of para- 
mount importance. Many groups ar- 
range for their members to take periods 
of specialized training and’ encourage 
their attendance at postgraduate courses 
by paying their expenses during such 
educational work. Daily association 
with professional colleagues, regular 
group staff meetings, access to the 
group’s library, and the like, in them- 
Selves constitute a continuing educa- 
tional experience. Co-operation among 
group members produces a friendly com- 
petition and provides informal profes- 
sional surveillance of one dnother’s work, 
stimulating both senior and junior mem- 
bers to improve their standards of work 
and keep up to date. Regular vacations 
and rotation arrangements for accept- 


- ing home calls provide the physician 


with free time which he may choose to 
devote to research or study. Vacations 
or leaves of absence do not break con- 
tinuity of care as seriously as in the 
case of the solo practitioner, because 
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other members of the group are ac- 
quainted with the patient. 


DIVERSITY OF GROUP PRACTICE 


In recent years the number of group 
practice units has increased substan- 
tially and is now estimated at five hun- 
dred or more. In addition, there is a 
vast amount of informal teamwork, and 
there are many fledging enterprises 
which may blossom into group practice. 

The hospital which provides office 
space for members of its staff takes the 
first step toward the ultimate develop- 
ment of a formal gioup practice unit 
for comprehensive service. The con- 
sultation clinic at the large hospital to 
which the general practitioner may re- 
fer his diagnostic problems exhibits 
many of the characteristics of group 
practice. So does the industrial clinic 
whose staff includes specialists, general 
physicians, nurses, and other profes- 
sional personnel. 

No two groups are identical in size, 
type and variety of medical specialists 
represented, scope of services rendered, 
and mode of financial support. There 
are groups of three physicians, and a 
few of over three hundred. Some are 
composed entirely of specialists, and 
others include general practitioners as 
well. Most of the patients of those 
groups staffed solely by specialists are 
referred by general practitioners or 
other specialists, and represent the more 
complicated or unusual cases. Some re- 
ferral groups do diagnostic work only, 
and may be called “diagnostic clinics”; 
others provide both diagnosis and treat- 
ment. Only a small proportion of all 
group practice units claim consultation 
or referral as their principal activity. 
Many groups provide complete medical 
care, encompassing the services of both 
general practitioners and specialists in 
the home, the office, and the hospital. 


- service. 


Some groups operate solely on the 
basis of fee-for-service payments, while 
others are affiliated with voluntary pre- 
payment plans and receive regular pay- 
ment for services to the plan’s subscrib- 
ers. A combination of fee for service 
for some patients and prepayment for 
others is common. Regardless. of the 
consumer’s method of payment, the 
group’s ownership or financial authority 
may be vested in one physician; it may 
rest with a partnership of the phy- 
sicians; or the group may be sponsored 
by a nonprofit association, such as a 
hospital, a university, or a foundation. 

The Mayo, Lahey, and University of 
Chicago clinics, to mention a few refer- 
ence groups of national reputation, ren- 
der medical care on the basis of fee for 
The professional standards of 
these groups are obviously of the high- 
est. They are representative of the top 
echelons of American medicine, and as- 
sociated with them are some of the 
country’s most capable physicians. They 
do not, however, assume responsibility 
for a family’s total health needs, nor do 
they as a tule provide home care. Their 
services are usually focused on a single 
episode of illness which confines the pa- 
tient to a hospital bed or requires in- 
tensive treatment in the clinic over a 
circumscribed period of time. 

However, a substantial number of 
groups operating on the traditional fee- 
for-service system do provide general 
family service. Among them are the 
Hitchcock Clinic in Hanover, New 
Hampshire; the Mary Imogene Bassett 
Hospital in Cooperstown, New York; 
the Nicollet Clinic in Minneapolis; the 
Gunderson Clinic in La Crosse, Wis- 
consin; the Palo Alto Clinic in Cali- 
fornia; and the Dallas Medical and 
Surgical Clinic. 

Groups whose avowed aim is to 
contribute to the solution of the con- 
sumer’s economic problem in obtaining 
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medical care have become associated 
with voluntary prepayment plans or 
have instituted plans of their own. 
Among the groups providing compre- 
hensive medical care to the members of 
voluntary health insurance plans are 
‘the Trinity Hospital in, Little Rock, 
Arkansas; the Ross-Loos Clinic in Los 
Angeles; the Permanente Hospital in 
Oakland; the Elk City Community 
Hospital Clinic in Oklahoma; and the 
Health Cooperative of Puget Sound in 
Seattle. : 
Some medical groups are maintained 
to render services to the employees, or 


the family dependents as well as the ` 


employees, of an industrial company, 
and ownership is vested in the com- 
mercial company or an affiliate. Perti- 
nent examples are the Endicott John- 
son Shoe Company in Johnson City, 
New York; the Consolidated Edison 
Company of New York City; and the 
Northern Pacific Beneficial Association 
of the Northern Pacific Railway Com- 
pany. Some labor unions, alone or in 
co-operation with management, have es- 
tablished health centers with medical 
teams. Such organizations are the La- 
bor Health Institute in St. Louis, Mis- 
souri and the Union Health Centers 
of the International Ladies’ Garment 


Workers’ Union in Philadelphia, New, 


York City, and Boston. 

There are many combinations and 
variations of financial support. It 
should be borne in mind that group 
practice is a method of ‘organizing serv- 
ices, not of paying for care. However, 
since a group of physicians can provide 
complete service for a substantial num- 
ber of people, prepayment which re- 
quires a broad population base is a 
natural concomitant of group practice. 


Group PRACTICE AND PREPAYMENT 


One of the most significant experi- 
ments on a large scale which combine 


group practice with prepayment is that 
of the Health Insurance Plan of Greater 
New York. Both sides of the medical 
care coin—too often looked upon as the 
financial head and the organizational 
tail—were considered by the designers . 
of HIP. Their purpose was to make 
available comprehensive medical care to 
persons of moderate income by lower- 
ing through prepayment the financial 
obstacles to medical service. Recogniz- 
ing the importance of professional or- 
ganization, HIP also stipulated that 
services were to be provided by medi- 
cal groups. 

In 1950 HIP was serving more than 
a quarter of a million persons through 
twenty-eight groups scattered through- 
out the city. Each HIP subscriber is 
free to choose among the participating 
medical groups serving his area of resi- 
dence and to select a personal physician 
from among the physicians of the medi- 
cal group chosen. From then on, the 
subscriber looks to his medical group 
for complete health care for himself and 
his family. Persons insured by HIP 
are entitled to all the necessary services 
of physicians (both general physicians 
and specialists) in the home, the office, 
and the hospital, as well as visiting 
nurse service at home, ambulance serv- 
ice, laboratory examinations, X rays, 
and other diagnostic and therapeutic 
procedures. Drugs, eye glasses, pros- 
thetic appliances, and care for long- 
term illness which requires institutional 
treatment are not included in the in- 
surance plan. 

The twenty-eight medical groups af- 
filiated with HIP are staffed by over 
750 physicians. Each group must have 
as staff members a sufficient number of 
general physicians to serve all persons 
enrolled with the group, as well as’ doc- 


‘tors who are qualified to serve as spe- 


cialists in each of twelve basic special- 
ties, namely: internal medicine, general 
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surgery, obstetrics-gynecology, pediat- 
rics, otolaryngology, ophthalmology, 
+ urology, orthopedics, dermatology, neu- 
rology-psychiatry, radiology,- and pa- 

thology. The professional qualifications 

- of the physicians and the standards of 
a group’s physical facilities are passed 

on by the Medical Control Board of 

HIP, which is composed of physicians 

from the medical groups, medical socie- 

ties, and the Board of Directors of HIP. 

In order to avoid the disadvantages 

of the fee-for-service system, especially 

the danger of unusually high utilization 

of services possibly resulting in finan- 

cial insolvency, HIP decided to base its 

remuneration to the medical groups on 

a capitation sum (that is, an agreed- 

upon annual amount for each person en- 

rolled with a particular medical group). 

The capitation method of payment also 

encourages the practice of preventive 

medicine, for the group is paid when the 

subscriber is well at the same rate as 

when he is sick. Each medical group 

divides the capitation payments received 

from HIP among. its individual doctors, 

according to a formula which the phy- 

sicians of that group have worked out. 


ATTITUDE OF ORGANIZED MEDICINE 


In the past, organized medicine has 
actively opposed the development of 
plans in which a medical group con- 
tracts to furnish services for a group of 
subscribers. The medical societies have 
maintained that such arrangements re- 
strict the patient’s freedom in choosing 
his physician, since the latter must be 
a member of the group’s staff. On oc- 
casion, medical societies have asserted 
that a group-practice prepayment plan 
constitutes indirect solicitation of pa- 
tients, since the insurance plan must 
and does advertise its benefits and pre- 
mium rates to the public. Under closer 
scrutiny, these arguments have no real 
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validity. The plans sponsored by medi- 
cal societies stage regular promotional 
campaigns to solicit new members, and 
this is not thought to be unethical. As 
to choice of physician, it should be re- . 
called that the plans in question are en- 
tirely voluntary. Does not a prospec-* 
tive subscriber exercise freedom of 
choice when he elects to enroll in the 
plan, knowing fully that he is insured 
only if he utilizes the services of doc- 
tors under contract with this organiza- 
tion? 

The -hostility of organized medicine 
to group practice coupled with prepay- 


` ment may be expressed in various ways. 


For the doctor, the potential threat of ` 
disciplinary measures which may be 
exercised by local medical societies is 
a powerful persuasive. Hospital ap- 
pointments may depend upon medical 
society membership; specialty ratings 
from most national accrediting boards 
will not be considered unless the indi- 
vidual is a medical society member; 
_ professional contacts may be withdrawn 
.from the physicians participating in 
such a group; and the referral of pa- 
tients from individual practitioners may 
take a precipitous dive with the for- 
mation of a group. 

When some of these tactics were used 
against the Group Health Association of 
Washington, D. C., the controversy at- 
tracted nation-wide attention and finally 
reached the United States Supreme 
Court, which upheld the decision of the 
lower courts convicting the American 
Medical Association and the District of 
Columbia Medical Society of violation 
of the Sherman Anti-Trust Act by prac- 
tices restricting the activities of the 
Group Health Association. 

As the mutual. advantages of group 
practice for-physician and patient have 
been demonstrated and as greater em- 
phasis has been placed upon improve- 
ments in the quality of care, open op- 
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position to prepaid health care through 
group practice has diminished. For ex- 
ample, in 1946 it was the carefully con- 
sidered opinion of the New York Acad- 
emy of Medicine that group practice in 
conjunction with voluntary prepayment 
plans offered the best hope for solving 
the problem of medical care in this 
country, and that any insurance plan— 
voluntary or compulsory—imposed upon 
the existing organization and offering 
fee-for-service payments would result in 
a deterioration of medical standards. 
The National Health Assembly in 1948 
adopted a somewhat similar position 
in which the representatives of the 
American Medical Association con- 
curred. Their statement read in part: 


Voluntary prepayment group health plans - 


offer to their members the best of medical 
care. Such plans furthermore are the best 
available means at this time of bringing 
about improved. distribution of medical 
care. Hence they should be encouraged 
by every possible means. 


EXPERIENCE WITH GROUP PRACTICE 


The group practice prepayment plans 
have demonstrated that it is possible to 
provide comprehensive medical care to 
an insured population. They are ac- 
cumulating useful information on this 
method of professional organization, on 
the number and types of physicians 
needed to provide comprehensive serv- 
ices, on the demand for medical services 
under prepayment, on methods of re- 
munerating the doctor, and on many 
other questions. 

The precise amount and types of serv- 
ice demanded vary from plan to plan, 
but in general, when the fee-for-service 
system is not used and when a reason- 
ably representative cross section of the 
population has been enrolled, services 
have not been abused through over-use. 
Of course, a great deal depends upon 


the habits of the people and upon the 
medical personnel available. 

Experience seems to indicate that in 
plans providing comprehensive care, at 
least one-third of the services and pos- 
sibly more are rendered by specialists. 
Formerly it was claimed that the gen- 
eral physician could provide care for 80 
per cent of the illnesses of the popu- 
lation. Therefore group practice was 
thought to be superfluous in areas ade- 
quately served ‘by general hospitals and 
having access to the services of a ref- 
erence group for problem cases. 

This viewpoint did not take into con- 
sideration the advantages of group prac- 
tice to the physician, the educational 
value and economies of group practice, 
and the improved co-ordination between 
general physicians and specialists which 
may be achieved. It presupposed a 
stereotyped pattern of group practice in 
which all the staff physicians would 
work only in the group center and 
would cease to be family physicians 
for a neighborhood, close at hand and 
easily accessible. 

Several medical groups are experi- 
menting with the role of the “outpost 
practitioner” who works regularly in an 
office close to his patients but also 
spends part of his time in the group’s 
medical center. His affiliation with a 
group enables him to call upon the 
group’s resources whenever needed, and 
ensures him regular contact with the 
mainstream of medicine. The concept 
of the “group outpost” (either a single 
practitioner or a subgroup of three or 
four) may be especially useful in rural 
areas. 


Income DISTRIBUTION 


One of the problems which face every 
group is that of income distribution. 
To promote co-operation and reduce un- 
desirable competition within a medical 
group, it has generally been found de- 
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sirable that. a physician’s financial re- 
ward be based on his general value to 
the group rather than principally on the 
fees collected for the particular services 
rendered by him. This is sometimes a 
difficult objective to attain, but the 
group’s ‘success depends in large meas- 
ure upon -the degree of satisfaction 
achieved in dividing its professional in- 
come. i 

- With fee-for-service payments and 
solo practice, each physician, regardless 
of his qualifications or competence, re- 
ceives the same fee for a given service. 
But under group practice, particularly 
when combined with capitation pay- 
ments, the income to the group can be 
divided by its members according to a 


formula which ‘rewards high quality - 


work and faithful service, and recog- 
nizes competence by steady advance- 
ment of a physician’s status within the 
group. 

There are other values to be derived 
from a satisfactory method of remunera- 
tion. "We know that on the average the 


specialist in solo practice makes about ` 


twice as much as the general physician. 
Some specialists, the surgeon for ex- 
ample, if engaged full-time at prevail- 
ing fee-for-service rates, would make 
fabulous sums while other specialists 
with equivalent training would receive 
very much less for the same amount of 
time spent in daily practice. Through 
group practice these financial inequities 
may be minimized, and yet the stimula- 
tion.to do superior work as a group may 
be maintained, since each medical group 
is competing with individual physicians 
and with other groups. This serves as 
a financial incentive for the medical 
team to satisfy fully the patients who 
call upon it for medical care. 

It'is sometimes contended that group. 
practice diminishes the personal rela- 
tionship between M.D: and patient and 
fosters “mechanized medicine” by the 
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excessive use of diagnostic. tests, X rays, 
consultations, and so forth, which is 
wasteful as well as impersonal, While 
these criticisms may be justified in some 
instances, they are not inherent charac-. 
teristics of group practice. Indeed, un- 
der group practice the role of the gen- 
eral physician as a personal counselor 
can be augmented. The policies of 
many groups make a single physician 
responsible for co-ordinating diagnosis 
and treatment, for interpreting medical 
findings to the patient, for developing 
continuity of care between the patient 
and the group, and, in general, for the 
patient’s total health needs. 

Possibly a more serious criticism is 
that a physician participating in a group 
may find that his professional contacts 


“outside the organization are limited, 


and thus his choice of consulting spe- 
cialists is confined to group members. 
If this becomes the case, the isolated 
group is only a few steps above the iso- 
lated solo practitioner. However, there 
is evidence that group practice incul- 
cates a catholic point of view rather 
than a narrowing of medical horizons. 
For example, a small medical group in 
New England arranges for periodic 
visits bye outstanding clinicians from 
metropolitan medical centers to con- 
duct conferences, deliver lectures, and 
see problem cases; many groups send 
their physicians away, at group expense, 
for special training; the physicians of 
most medical groups are members of 
hospital staffs, medical societies, and so 
forth, and thus have professional con- 
tacts in addition to their group col- 
leagues. 


FUTURE OF GROUP PRACTICE 


Constant and easy contact with the 
mainstream of medicine can best be de- 
veloped through a network of group 
practice units, some of which are for- 
mally affiliated with, general hospitals 
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which are in turn co-ordinated with one 
another and with a medical center. 
Since the well-organized general hospital 
of today is the prototype from which 
the very idea of group practice. was de- 
veloped, it is logical that. the hospital, 
with its centralized facilities and its 
medical staff well prepared in general 
medicine and in the several specialties, 
should be considered as an appropriate 
location for group practice and as a cen- 
tral educational unit for outlying groups. 
Under such a scheme the individual 
group clinic whose services are limited 
to general medicine and general surgery 
can easily refer patients to central hos- 
pital groups when neuro-surgery, cardiac 
surgery, complicated metabolic studies, 
or other highly specialized services are 


required. In return, the specialists (and” 


trainees) at the medical center can visit 
the peripheral groups for consultative 
and educational purposes. 

While such a plan is not unattainable 
idealism, we should recognize the prob- 
lems which obtrude. One of the major 
problems confronting the development 
of hospital-centered groups serving pa- 
tients of all income levels is the ancient 
tradition that limits a hospital’s services 
to its own four walls, and, for am- 
bulatory patients, to persons of low in- 
come. A hospital-centered group prac- 
tice should provide comprehensive health 
care for its patients, and in order to 
achieve this it has to accept the rich as 
well as the poor and provide care in the 
home as well as in the office and the 
hospital. Furthermore, local medical 
groups and hospitals should be allied 
with the public health department, and 
together these units should become 
health and medical centers for the com- 
munity. Those communities with joint 
housing of hospitals and health depart- 
ments already have the bricks and 
mortar with which to proceed. 

The most important deterrent to the 


referral of complicated cases to the 
medical center is the economic barrier, 
which takes two forms: first, the fee 
which may be difficult for the patient to 
pay, and, second, the fact that the re- 
ferting physician or medical group suf- 
fers loss of income when a patient is 
referred elsewhere. If the groups and 
the hospital are to render comprehen- 
sive services to the whole community, 
there must be a method of payment 
available to all to pay for these services. 
Obviously some form of prepayment is 
needed on a broader scale than exists at 
present. It is also desirable that the 
prepayment plan be based on a method 
of paying physicians, such as capitation, 
which permits referrals from the indi- 
vidual physician to a group without any 
financial disadvantage for the referring 
physician or group. 


TOWARD THE GOAL 


The growing emphasis on group prac- 
tice is reflected in all the major health 
bills pending before Congress. While 
the sections relative to group practice 
vary from bill to bill, the general aim is 
to serve as a stimulus for the extension 
of this type of practice. Some of the 
proposed legislation would specifically 
encourage the development of consulta- 
tion or diagnostic centers manned by 
groups of physicians, while other meas- 
ures would offer assistance to more 
varied types of medical groups. Recog-' 
nizing that new groups in their initial 
stages frequently must incur heavy ex- 
penditures for the construction of clinic 
facilities and‘ the purchase of medical 
equipment, several bills have been in- 
troduced which would provide financial 
assistance in the form of grants or loans 
for these costs. 

The achievement of the goal of mak- 
ing available to our whole population 
comprehensive medical care of high 


quality, through a network of medical 
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groups, associated with prepayment, will profession and the public, working’ sys- 
not be easy. It will require the most tematically and steadily toward this 
thoughtful co-operation of the medical common objective. 
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Regional Organization of Hospitals 


By PAUL A. LEMBCKE 


NHE best quality of hospital and 
medical care, quickly and easily ac- 
cessible to everyone, no matter where he 
lives, is the ‘objective of hospitals, the 
medical and allied professions, and their 
educational institutions. They realize, 
however, and the public, too, is coming 
to realize, that the present lack of or- 
ganization is responsible for great un- 
evenness in the quality of medical care 
from place to place, and for delay in 
bringing recent advances quickly to all 
areas. , 
Fortunately, experiments that have 
been going on in recent years indicate 
that organization of hospital and medi- 
cal care on a regional basis is a method 
that will go far toward producing the 
desired results. There is even reason to 
hope that improvement of the quality 
of care will, in part, counteract short- 
ages in quantity by eliminating unessen- 


tials and shortening periods of treat- 


ment. The rapid growth of voluntary 
insurance plans in this country, by 
- greatly increasing the public’s purchas- 
ing power for medical and hospital 
care, will pose the problem of quality 


versus quantity more slowly, but just as - 


surely, as would compulsory insurance. 
Whether the response to more insurance 
will be simply the provision of more 
doctors and more hospitals, or whether 
it will be a better quality of care also, 
is a question that may be answered by 
regionalization or the lack of it. 

In recent years regionalization has 
been widely adopted as a useful ad- 
ministrative device. Rapid transporta- 
tion, easy communication, and the 
movement of population from farms 
toward cities and from cities to suburbs 
have outmoded the political subdivisions 
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of city, county, town, and village in 
favor of larger; more comprehensive ad- 
ministrative units. -At the same time, 
the tremendous increase in both private 
and public business of all kinds has by 
its very complexity demanded decen- 
tralization. The interaction of these 
two forces has produced the region as 
an efficient unit, and many private busi- 
nesses and some branches of govern- 
ment have adopted it for their purposes. 

In general, the prime features of re- 
gional organization are three: (1) The 
whole area to be covered is divided into 
regions which are comparable with one 
another. (2) Each region is large 
enough to warrant the inclusion of such 
a variety of facilities that, when they 
are properly integrated, the region will 
be self-sufficient for most purposes. (3) 
Each region is small enough to make 
the administrative center and any other 
unique feature accessible to all-parts of 
the region. 


DEFINITION AND NEED OF 
REGIONALIZATION 


As applied to hospitals, regional or- 
ganization requires, first, the provision 
of general and specialized physicians, 
dentists, nurses, hospitals, laboratories, 
and the like, in sufficient number and 
variety to furnish, within the region, 
practically all services of generally es- 
tablished value. Second, it requires the 
integration and the efficient and con- 
stinuous functioning of these facilities 
and services so that all will be readily. 
accessible to each and every person liv- 
ing in the geographic region. Third, it 
is necessary to have a medical center. 
That is, there should be a medical 
school, a nursing school, and so forth, 
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with teaching hospital facilities, for 
both undergraduate and continuing post- 
graduate education of the professional 
persons who furnish the medical and 
hospital services. Where undergradu- 
ate schools do not exist to provide re- 
sources for postgraduate education and 
do not seem immediately feasible, it will 
be necessary to establish, within the re- 
gion, schools for postgraduate education 
alone. 

These requirements may seem exces- 
sive for a regional organization of hos- 
pitals, but they are no more than the 
realities of the situation demand. To 
provide less would be about as effective 
as to fire a .22 caliber bullet from a .30 
caliber gun. Education of the public 
has reached a point where a double 
standard of medical care, with first-class 
service in one area and inferior service 
in another, will not be tolerated long. 
It is so obvious as hardly to need say- 
ing, that disease, say a suspicious lump 
in the breast, needs just as skillful diag- 
` nosis and treatment in the case of a 
small-town mother as in a resident of a 
metropolis. To meet this need it may 
be necessary to bring the facilities of 
the medical center to the patient in the 
village hospital; or perhaps a labora- 
tory specimen or the patient herself 
must be routed to the medical center to 
obtain specialized services or skills not 
available in her home town. A regional 
organization should make possible the 
rapid and facilé movement of patients, 
doctors, nurses, laboratory specimens, 


sufficient at all times to bring the full . 


power of modern medicine to bear -on 
any problem. f 


CoMPONENTS OF REGIONAL 
ORGANIZATION 


A regional organization of hospitals is 
like a bank—unless it has resources it 
is worthless, and unless it uses its re- 
sources it cannot justify its existence. 
The organization is surprisingly com- 


plex, far beyond what the name implies. 
The hospital alone contains many im- 
portant elements: the governing board, 
representing the public; the medical 
staff, providing professional services; 
and the hospital administration, includ- 
ing nursing, social service, account- 
ing, purchasing, nutrition, bacteriology, 
chemistry, public relations, social serv- 
ice, and a host of other functions. Close 
and vital relations exist with public 
agencies and insurance organizations, 
the two being responsible for paying for 
an ever progressing proportion of pa- 
tients. The medical center and its 
teaching facilities, the health depart: 
ment, the social agencies, and commu- 
nity agencies such as Red Cross, are all 
resources to be reckoned with, and used, 
in a regional organization of hospitals. 


-A few applications of the principle of 


regional organization will illustrate its 
goals and methods. 


The medical center 


Regionalization permits medical cen- 
ters (that is, medical schools with their 
affiliated teaching hospitals for teaching 
undergraduate medical students, and 
perhaps other schools for nursing and 
technical training) to make good their 
responsibilities to the public. These re- 
sponsibilities include immediate resi- 
dent training of the graduate doctor, 
and a continuing program extending 
down the years following graduation, to 
refresh previous and impart new knowl- 
edge and: skills. 

The medical school graduate of to- 
day is not ready to practice his profes- 
sion without further, rather long and 
detailed, postgraduate training. Medi- 
cal schools, through their affiliated 
teaching hospitals of limited capacity, 
provide this resident training for only 
afew graduates. Some few other gradu- 
ates may receive training in good hos- 
pitals not affiliated with medical schools; 
but the opportunities are not great, and 
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the over-all picture is one of a pro- 
gressive elimination contest, with many 
young physicians being forced to dis- 
continue resident postgraduate training. 
Tronically, these doctors with less 
training usually must practice in the 
smaller, weaker hospitals, where they 
have greater responsibility for patients, 
and less supervision of their work, than 
the more highly trained doctors working 
in medical centers and large hospitals. 
A regional organization of hospitals 


can permit medical centers to broaden. 


greatly their resident training programs 
by using member hospitals for the pur- 
pose without assuming financial respon- 
sibility for those hospitals. To expand 
its.training program the medical center 
will need additional money and person- 
nel to build up and guide the teaching 
abilities of the medical staffs of mem- 
ber hospitals, where residents will be 
trained, supplementing local personnel 
where necessary. At first this may seem 
frightening to the member hospitals thus 
aided, but the democratic functioning of 
the regional organization should reas- 
sure them that they will not be “taken 
over” by the medical center, and that 
able local physicians will not be de- 
prived of well-merited rights and privi- 
leges: because they lack formal qualifica- 
tions. Out of this expanded resident 
training program there will undoubtedly 


evolve a special type of training to. pre- - 


pare men for what is really a specialty, 
that is, the job of being a “family phy- 
sician”—a type of practice now sub- 
merged in the general practitioner cate- 
gory, which is too often a “Jack-of-all- 
trades, master of none” type of practice. 

Opportunities for postgraduate edu- 
cation extending continuously beyond 
completion of resident training must be 
offered through a regional organization 
of hospitals. The medical center will 
play a major role here, but teaching 
abilities of physicians in other hospitals 
should be fully utilized also. A con- 


tinuous educational program. cannot be 
realized merely through formal post- 
graduate courses of a few days or weeks, 
given several times a year at the medi- 
cal center or other large hospitals. Such 
courses are valuable, but they must be 
supplemented by carrying educational 
opportunities right out to the physicians 
in the local hospitals, where they work 
with their own patients. 

` A regional organization of hospitals 
should have the staff and the money 
necessary to organize and maintain this 
“carrying out” process through a con- 
tinuous, comprehensive program of clini- 
cal teaching and consultation in every 
hospital, both urban and rural. As time 
goes on and physicians are better pre- 
pared when they enter practice, they 
will be more eager and more able to 
conduct their own staff education pro- 
grams. However, close contact with the 
medical center will always be necessary 
in some degree, and it is the duty of a 
regional organization of hospitals also 
to foster an atmosphere of mutual re- 
spect in which physicians from non- 
teaching hospitals will be welcome to 
partake of the educational activities in 
the medical center as well as in their 
own hospitals. 


The hospital and its services 


In most of our hospitals, the great 
benefits of modern medicine, nursing, 
psychology, nutrition, and so forth, that 
have been developed in the medical cen- 
ters, come into actual use more slowly 
and less completely than need be. ‘This 
is because a majority of hospitals are 
quite isolated from the medical centers, 
and even from one another. Organiza- 
tion on a regional basis may be ex- 
pected to break down this isolation, 
however, bringing special diagnostic 
services to the smaller hospitals and 
facilitating referrals'of patients to larger 


` hospitals or the medical center when 


special skills and facilities are required. 


56 


In many regions, high-quality service 
readily accessible to all may be achieved 
largely by integration of existing re- 
sources. In other regions, it will be 
necessary to bring in or develop addi- 
tional resources, such as a regional blood 
bank. 

On the operational side, few indi- 
vidual hospitals can afford all the spe- 
cialized personnel needed for hospital 
administration, highly skilled nursing 
service, analysis of the professional work 
done in the hospital, purchasing of sup- 
plies, accounting, laundry, housekeep- 
ing, dietary department, maintenance 
and engineering, and public relations. 
These deficiencies, too, where they exist, 
can be remedied by regionalization. In 
some instances, training programs de- 
veloped by the regional organization will 
prepare hospital. employees to do a bet- 
ter job. In many other instances, a 
central service—for example, purchasing 
or accounting—will be the answer. 

One of the greatest opportunities open 
to a regional organization of hospitals is 
that of instructing hospital trustees in 
their duties and responsibilities. Many 
of these men and women earnestly at- 
tempt to do a good job, but often they 
are handicapped by lack of background 
and information on which to judge and 
act. Some trustees hold very lightly 
their position of public trust, and func- 
tion in name only. A troublesome few 
treat the hospital as a private plaything. 
Usually well-meaning, and often suc- 
cessful in their own businesses, these 
meddlesome trustees nevertheless drive 
hospital employees to distraction and 
resignation. It is this factor more than 
any other that accounts for the hospital 
administrator’s average tenure of less 
than three years. Too often, hospital 
boards are preoccupied with petty de- 
tails of hospital finance and housekeep- 
ing, to the neglect of their primary re- 


s 


sponsibility of assuring a good quality ` 


of care, which they can do very simply 
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by laying down broad policies and se- 
lecting well-qualified persons to carry 
out the policies. 

Because hospital boards are often 
ingrown, self-perpetuating groups not 
broadly representative of the general 
public for whose benefit hospitals exist, 
correction of their faults will not be 
easy; but a regional organization will 
not merit continued public support un- 
less it does correct them. 


EVALUATION OF QUALITY 


Few hospitals possess the detachment 
necessary to evaluate the quality of the 
care they give. Of course, if a hospital 
has modern buildings and equipment, 
and if its medical staff and other pro- 
fessional personnel are well trained for 
the work they are expected and per- 
mitted to’ do, the chances are it is 
giving good service. However, answers 
to questions having such an important 
bearing on quality of care as whether 
unnecessary: surgery is'done or whether 
all necessary diagnostic procedures are 
carried out regularly should be based 
on objective findings of fact, compa- 
rable among hospitals. A regional: or- 
ganization provides for objective find- 
ings through a’uniform system of classi- 
fying and reporting medical statistics, 
and special studies based on population 
—a type of investigation that is possible 
only within a well-organized region. 


STRUCTURE AND FINANCING 


A regional organization should be 
broadly representative of the people 
who give service and the people who 
receive it. Although there may be dan- 
ger in overorganization, with too many 
groups and committees, there are com- 
pensatory strengths in a broad base of 
membership. In addition to hospitals, 
membership should include both official 
and voluntary health and social agen- 
cies, medical and hospitalization insur- 
ance plans, educators in many fields, 
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and a generous number of persons not 
connected with any hospital or health 
agency. In the functioning organiza- 
tion thére should be advisory and con- 
ference groups of people of similar in- 
terests—physicians, nurses, hospital ad- 
ministrators, health workers, hospital 
trustees, and others. These “occupa- 
tional” groups should meet from time 
to time. Also, subregional meetings 
should be held at frequent intervals for 
all of the above persons who reside in 
or are concerned with various geo- 
graphic subdivisions of the region. A 
small governing board should be elected 
from among members. A capable ex- 
ecutive staff, headed by a person with 
broad training and views in the health 
field, is needed to make the organiza- 
tion work. i 

The principle to be observed in 
financing is that the cost should fall on 
all the people rather than on the sick. 
Continuing financial support might well 
come from the general public through: 
(1) dues and assessments on member 
hospitals; (2) contributions by volun- 
tary, nonprofit hospitalization and medi- 
cal insurance plans;.and (3) govern- 
ment grants. 


EXISTING REGIONAL ORGANIZATIONS 


Progress has been slow in meeting the 
great need for regional organization of 
hospitals and their allied services. The 
- local councils and state associations of 
hospitals that have grown up over the 
years have been concerned almost en- 
tirely with business and legislative as- 
pects of hospitals, and fall far short of 
the goals now set for regional organi- 
zations. Blue prints for regionalization 
have been in existence abroad for thirty 
years or more, and in several countries 
governmental hospital systems are or- 
ganized on a regional basis; but for the 
greater part, the foreign experience does 
not seem more than slightly applicable 


` 


to the problems and situations of this 
country. 


The New England plan 


In the United States, the first major 
step was taken when in 1931 the Bing- 
ham Associates Fund was established 
to remedy “the plight of the rural phy- 
sician [who] from the time he was 
graduated ... was cut off from the 
stimulating and developing contacts 
which his urban brother enjoyed, viz., 
progressive medical societies, hospitals, 
clinics, and medical school teaching.” 

The regional program for medical 
education that was created to meet this 
need has been characterized by com- 
petent and disinterested observers as 
having “provided convincing proof of 
the value of regional organization.” 

The Bingham Associates program cen- 
ters around the New England Medical 
Center in Boston, which consists of: 
Tufts College Medical School; the spe- 
cially created Joseph H. Pratt Diag- 
nostic Hospital for clinical diagnosis 
and, recently, “a surgical service for se- 
lected cases”; and several other affili- 
ated Boston hospitals. The objectives 
of the program are: “First—To make 
available a complete diagnostic service 
to patients of referring physicians and 
to provide a surgical service for se- 
lected cases. Second—To provide a 
hospital extension service. Third—To 
offer a postgraduate educational pro- 
gram through Tufts College Medical 
School for doctors and other profes- 
sional workers in the hospital field.” 

The benefits of the plan are trans- 
mitted from the medical center to two 
groups of about fourteen hospitals each 
in Maine, through good-sized hospitals 
in Lewiston and Bangor, as well as di- 
rectly. Since 1946, Rockefeller Foun- 
dation support has enabled the plan to 
work directly with a group of four me- 
dium-sized hospitals in western Massa- 
chusetts. 
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In addition to the diagnostic hospital, 
the principal hospital extension services 
have been consulting and review service 
in laboratory diagnosis, radiology, and 
electrocardiography. Lapping over into 
the educational field have been a medi- 
cal library service by mail, and an ex- 
panded resident training program, still 
in an experimental stage, in the larger 
hospitals. Educational services have 
included teaching clinics in several hos- 
pitals, conducted about twice a month 
by visiting Boston doctors, and tuition- 
free postgraduate courses, often carry- 
ing a stipend also, held periodically at 
the medical center, for physicians, nu- 
tritionists, and laboratory technicians. 
The diagnostic hospital itself is consid- 
ered an educational medium because of 
sending very complete and instructive 
reports on patients, together with a 
summary of pertinent medical litera- 
ture, to the referring physician. A 
medical bulletin or digest is sent peri- 
odically to all physicians in the region. 

The long distances involved, and some 
lack of personnel, are understood to 
have limited much of this good work to 
the few larger hospitals. It would seem 
that the loose and informal organiza- 
tion, without local financial participa- 
tion, and with insufficient opportunity 
for local people to participate actively 
in planning, may have somewhat re- 
stricted effectiveness. Future.plans will 
undoubtedly call for: greater local par- 
ticipation in planning and financing; 
some joint services, such as central pur- 
chasing for hospitals; and more atten- 
tion to hospital organization and opera- 
tion, with inclusion of educational and 
advisory services for nurses, trustees, 
and administrators. 


The Rochester plan 


Originated by the Commonwealth 
Fund, a comprehensive regional plan 
has been in operation since 1946 in an 


eleven-county region of about one mil- 
lion population, centering on Rochester, 
New York. Here thirty hospitals have 
a strong. central organization—the Coun- 
cil of Rochester Regional Hospitals, 
Inc., “a voluntary association of hos- 
pitals and their medical staffs in the in- 
terests of good hospital and médical 
care.” The basic program includes a 
continuous postgraduate education pro- 
gram, an advisory service in clinical 
medicine and hospital administration, 
joint services where desirable and fea- 
sible, and adherence to recognized stand- 
ards in all phases of hospital care. 

The Rochester plan is governed by a 
board of two lay hospital trustees from 
each member hospital plus one “public 
representative” from each of the eleven 
counties. Active participation in pro- 
gram planning, and considerable influ- 
ence on ‘council action, are afforded 
through three active and highly or- 
ganized advisory groups. The Medical 
Conference consists of two doctors from 
each hospital staff. (Provision is also 
made for a County Medical Societies Ad- 
visory Committee; however, medical so- 
cieties have usually appointed as their 
representatives doctors who are already 
conference members, thus tending to 
merge this committee with the Medical 
Conference.) The other two groups, the 
Administrators Conference and the Re- 
gional Nursing Group, are likewise made 
up of representatives from each hos- 
pital. A few years ago, the Rochester 
Region of the State Health Department 
was made identical in extent with the 
hospital region, thus -facilitating close 
relations between the two. In addition, 
various independent groups such as a 
Regional Society for Laboratory Medi- 
cine, a Regional Diabetes Society, and 
a Regional Rheumatic Fever Clinic have 
been formed in close association with 
the Regional Council. 

Unlike the New England plan, the 


a 
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Rochester plan does not revolve around 
a medical center; the University of 
Rochester School of Medicine partici- 
pates only indirectly, through its teach- 
ing hospital, and there is no special 
diagnostic ho$Pital. Several large mem- 
ber hospitals are used to fill, fairly satis- 
factorily, the role of medical center. 

The resident training program has 
been extended by rotation of residents 
~at three-month intervals from several 
large hospitals to four outlying hos- 
pitals, providing the latter with year- 
round service, which they, never had 
before. Several of the smaller urban 
hospitals have come to benefit by simi- 
lar, independent affiliations since their 
own established resident services with- 
ered for lack of new recruits. Visiting 
physicians conduct clinical staff confer- 
ences eight or ten times a year in the 
fifteen smaller hospitals that do not 
have resources to stage their own. Tui- 
tion-free postgraduate courses of two to 
five days are given by various large hos- 
pitals several times a year for all physi- 
cians in the region. Cash grants for short 
postgraduate studies in special fields are 
awarded, and long-term, tuition-free, 
resident “observation periods” in the 
larger hospitals are made available to 
the doctors. Other educational activi- 
ties include: annual formal courses for 
small-hospital administrators; courses 
and conferences for specialized person- 
nel, such as accountants, nutritionists, 
engineers; expansion of University of 
Rochester Department of Nursing Edu- 
cation; formal courses, workshops, and 
conferences for. graduate and practical 
nurses; and institutes for hospital trus- 
tees. 

Radiology and laboratory services 
have been so extended and improved, 
with the advice of but without financial 
assistance from the Regional Council, 
that outlying hospitals need little, if 
any, further help. Other advisory serv- 


ices to hospitals range from complete 
survey of organization and operation to 
simpler services such as advice on medi- 
cal staff by-laws, or credit and collection 
practices. Substantial savings, as much 
as $40,000 per year in one hospital 
alone, have resulted. Central purchas- 
ing, joint insurance policies, and so 
forth, provide additional cash savings. 
Uniform accounting practices have led 
to better rates of payment by govern- 
mental and insurance agencies. Com- 
parative, region-wide studies of hours 
of service per patient per day by nurses 
and all other hospital personnel, and 
departmental and functional cost stud- 
ies, have helped to increase efficiency 
and economy of hospital operation. 
Thorough surveys of building and 
equipment needs, and suggested soļu- 
tions therefor, made by Regional Coun- 
cil staff, have resulted in more than 
twenty new hospitals, replacements, or 
additions, at a total cost of $16,000,000. 
Local development of standards has im- 
proved quality of care, chiefly through 
improved medical staff organization. 
Uniform reporting of medical statistics, 
and certain special studies, have also 
improved care and led to reduction in 
certain types of surgery. The Rochester 
Regional Blood Program, now financed 
and operated by-the Red Cross, was 
pioneered by the Regional Council, and 
is directed jointly as regards use of 
blood. Since January 1948, the entire 


_blood needs of the region, about 30,000 


pints per year, have been met solely by 
voluntary donations of blood—and the 
program also supplies blood to the 
armed forces. 

As an experiment and demonstration, 
the Rochester plan has been financed 
about 90 per cent by Commonwealth 
Fund and 10 per cent by local hospitals. 
Beginning in 1951, it must find sources 
of permanent financial support, as Com- 
monwealth Fund money is gradually 
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withdrawn from a successful demon- 
stration. 


Other regional plans 


Many other regional plans exist. Usu- 
ally they feature an expanded resident 
training program, postgraduate courses 
and teaching clinics, radiating out from 
a medical center, for a small group of 
loosely affiliated hospitals in an indeter- 
minate region. Such a plan, established 
at Medical College of Virginia in 1946 
with Commonwealth Fund aid, now in- 
cludes University of Virginia Medical 
School also. 
New York University, Tulane, and Uni- 
versity of Buffalo have been assisted by 
the Kellogg Foundation, Public Health 
Service, and the New York State De- 
partment of Health, respectively, in con- 
ducting similar programs. Similar ac- 
tivities ‘stem from medical schools at 
the universities of Michigan, Colorado, 


and Minnesota, Bowman-Gray Medical © 


School, and others. A new regional 
council of hospitals in southwestern 
Michigan, aided by the Kellogg Foun- 
dation, is at first concentrating on the 
problem of hospital operation. 


POSSIBLE FUTURE DEVELOPMENTS 


It is almost certain that further great 
increase in regional hospital organiza- 
tions will take place in the next few 
years. Powerful organizations such as 
the Public Health Service and the 
American Medical Association seem to 
be in agreement on the necessity of re- 
gional organization. . The entire coun- 
try has long since been divided, tenta- 
tively, into regions, by the planners. 
Great impetus will be given by the Hos- 
pital Survey and Construction Act. 
This act in 1949 was amended to au- 
thorize approximately $1,000,000 an- 
nually in grants for improving hospital 
operation and quality of care through 
such methods as regional plans. Ap- 
propriation has not been made, however. 


The medical schools of- 


Tt is to be hoped that the necessary 
funds will be forthcoming as regions 
swing into operation and demonstrate 
their worth. 

Unless hospitals act quickly, it is 
probable that the regional organizations 
of the future will be nonmembership 
groups—branch offices of state depart- 
ments of health or hospitals. This 
would seem unfortunate, especially at 
such an early stage, because voluntary, 
nonofficial organizations have some- 
thing precious to offer that govern- 
mental units do not; namely, the op- 
portunity for active, effective, genuine, 
local participation in planning and op- 
eration on the part of hospitals, doc- 
tors, medical schools, nurses, dentists, 
hospital trustees, and other private indi- 
viduals and agencies, through the demo- 
cratic process. Groups advisory to offi- 
cial agencies seldom function well, ex- 
cept for a short time in an emergency. 
Governmental agencies will never be 
able to crack down on such things as 
unnecessary surgery (most important as 
insurance against costs of hospitaliza- 
tion and surgery increases). Adequate 
remedies for such faults can come only 
from within voluntary groups. 

The issue of government versus volun- 
tary organizations is not being forced 
by the Federal Government; indeed, at 
present, Federal grants may be made di- 
rectly to voluntary organizations. A 
goodly proportion of medical schools 
are already participating actively, or 
are willing to do so. It is the hospitals 
themselves, so often weak in trustee- 
ship and administration, that are exas- 
peratingly slow to grasp this shining 
opportunity. Reports from the 1950 
convention of the American Hospital 
Association encourage hope that this 
situation will improve in the future. 

Ideally, the regional organization for 
medical service should be nonofficial 
and based on a broad membership, in- 
cluding medical and other professional 
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schools, health agencies, social agencies, 


nonprofit medical and hospitalization 
insurance plans, and the general public, 
as well as hospitals and their medical 
staffs. A substantial part of the cost 
of operation—one-quarter to one-half— 
should come from members. Govern- 
ment should be a partner as if is in 
state universities and similar situations, 
granting financial support in return for 
compliance with certain broad principles 
and an accounting for money spent. 
The potentialities of this type of re- 
gional organization for medical service 
are almost limitless. New developments 


such as rehabilitation centers, regional 
blood banks, objective methods of meas- 
uring quality of care, field studies in 
medical research, home care programs— 
all these can be swiftly and successfully 
grafted onto the sturdy trunk of the re- 
gional organization. Official state health 
and hospital agencies would be ac- 
claimed as wise’ as well as generous if 
they were to assist in the organization 
of voluntary, nonofficial, regional plans, 
and to support them strongly as long as 


it is clear that they have the vision and 


the ability required for this important 
work. 


“Paul A, Lembcke, M.D., M.P.H., Rochester, New York, has been associate director of 
the Council of Rochester Regional Hospitals since its inception in 1946, and is assistant 
professor of preventive medicine at the University of Rochester School of Medicine. He- 
has served as epidemiologist and district health officer of the New York State Department 
of Health and as director of study of the New York State Commission on Medical Care, 
and in 1935-36 was associate director of medical care for the New York State Temporary 
Emergency Relief Administration. He is author of Medical Care for the People of New 
York State (1946) and of several articles in his field. 


Public Policy in Organizing Medical Care 


By Franz GOLDMANN 


RGANIZATION of medical care 

in the widest sense of the term 

has become an important object of pub- 
lic policy. The various types of medi- 
cal care programs ‘actually in operation 
are society’s response to two fundamen- 
tal changes that have occurred since the 

middle of the nineteenth century. The 
rapid rise of scientific medicine, with 

specialization becoming a characteristic 
feature, has greatly increased scientific 

knowledge and technical skill and made 
~medical care more efficient, more com- 
plex, and more expensive. Profound 
economic and social changes have had 
a strong bearing on the need, the de- 
mand, and the individual ability to pay 
for all the services modern medicine and 

the related sciences have to offer. 

. Each of these events would have am- 

ply justified determined efforts on the 
part of society to make the best possible 
medical care available to all the people 
and to ensure adequate compensation 
for the members of the health profes- 
sions and the hospitals rendering serv- 
ice. Both together, happening at the 
same time, inevitably forced social ac- 
tion to make adjustments in the inter- 
est of all: patients, professions, institu- 
tions, and society as a whole. This 

process is continuing. In Tennyson’s 


words, “the old order changeth, yield-. 


ing place to new.” 

By piercing the thick clouds of ad- 
ministrative detail and ascending to the 
lofty heights of broad policies the 
proper perspective can be gained for the 
understanding of both the present situa- 
tion and the countless proposals for 
future improvement. The outstanding 
characteristics of the evolution from co- 
lonial times to 1950 are three. First, 


the fields developed through social ac- 
tion have grown in number and scope. 
Second, public responsibility has been 
increasingly accepted: for construction 
of physical facilities, establishment and 
operation of service programs, and 
medical research and professional edu- 
cation; and in this process, tax-funds 
have been used to a growing extent not 
only to finance the activities of public 
agencies but also to aid nonprofit or- 
ganizations and to compensate profes- 
sional persons in private practice as well 
as voluntary agencies for. service ren- 
dered under public programs. Third, 
authority for the administration of tax- 
supported facilities and programs has 
been vested in a large variety and great 
number of local, state, and Federal 
agencies, 


FIELDS OF ACTIVITY 


Social action to provide for the care 
of the sick antedates systematic efforts 
to prevent disease and promote good 
health through organized personal serv- 
ice as distinguished from mass preven- 
tion through sanitation of man’s physi- 
cal environment. Since the eighteenth 
century, public poliċy has successively 
singled out seven special fields for de- 
velopment and with their gradual ex- 
tension advanced them simultaneously, 
although with little or no co-ordination. 
In historical order of sequence- these 
fields are: construction of public hos- 
pitals and clinics of various types, to- 
gether with use of tax funds for aid in 
the building of nongovernmental facili- 
ties; establishment and maintenance of 
general programs of public medical care 
for a number of socioeconomic groups; 
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inclusion of medical care in public pro- 
grams for control of certain diseases 
of socioeconomic importance; initiation 
and regulation of voluntary medical care 
insurance; introduction of social insur- 
. ance against the risks of occupational 
injuries and diseases; stimulation of 
medical research through allocation of 
tax funds; and promotion of profes- 
sional education through tax aid. 


Physical facilities 


Provision of physical facilities for the 
care of the bedridden sick was one of 
the first objectives of social action. In 
the early days public policy concen- 
trated on the building of two types of 
governmental institutions—“pesthouses” 
and similar facilities primarily intended 
for the isolation of the “contagious,” 
and institutions for the segregation and 
custodial care of “lunatics’—and on 
the addition of sick wards to the pub- 
lic workhouses and almshouses in order 
to care for the sick destitute. Scant at- 
tention was paid to the construction of 
governmental general hospitals, with ad- 
mission restricted to the poor, and es- 


tablishment of general hospitals for the - 


public at large was almost entirely left 
to the efforts of voluntary agencies and 
physicians in private practice. 

By 1950 the situation was fundamen- 
tally different. Public policy, expressed 
‘ in national legislation, aimed at the 
creation of a hospital system through- 
out the country, designed for all the 
people, comprising nonprofit voluntary 
as well as governmental hospitals, and 
integrating general, tuberculosis, mental, 
chronic disease, and other types of spe- 
cial hospitals and related facilities. It 
promoted regional organization of hos- 
pitals meeting quantitative and qualita- 
tive standards, the transformation of 
general hospitals with a few specialized 
departments into institutions equipped 
. for all major types of service, and the 
development of hospitals as centers of 


medical care, professional education, 
and medical research. 

There ‘had been other revisions in the 
public policy toward provision of physi- 
cal facilities. Clinics of three types had 
come into existence. Treatment clinics, 
providing a large variety of professional 
and auxiliary services for the needy and 
medically needy, had evolved out of the 
eighteenth-century “dispensaries” pri- 
marily designed to dispense free drugs 
to the poor, with medical attention play- 
ing a minor role. Since the end of the 
nineteenth- century many and varied 
preventive clinics had been established 
to attain early diagnosis, health guid- 
ance, and systematic follow-up; and 
more recently district health centers, 
housing a variety of preventive clinics 
and certain administrative units, had 
been introduced in order to promote 
health work for all people in a given 
area. Group-practice organizations com- 
prised of a smaller or larger number of 
physicians and members of related pro- 
fessions working in systematic associa- 
tion from clinics had been founded for 
the purpose of fostering teamwork in 
rendering preventive and curative serv- 
ice to groups of people or the general 
public. 

It proved anything but easy to arrive 
at a definite public policy directing the 
clinic movement into proper channels. 
Gradually some steps were taken to 
regulate the establishment and opera- 
tion of all types of clinics in an effort 
to reconcile the conflicting interests of 
the health professions in private prac- 
tice and of the people anxious to obtain 
adequate medical care at a price they 
could afford. ” 


Services for certain groups 


From provisions for the building of 
physical facilities for medical care, pub- 
lic policy moved to the organization of 
service programs under the auspices of 
governmental agencies. The “categori- 
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cal approach” was chosen originally, 
and has continued to be used up to the 
present in essentially two forms. Groups 
of persons living under similar economic 
conditions or constituting sociological 
entities were singled out whenever need 
arose and pressure for social action 
mounted. The “paupers,” the merchant 
seamen, and the war veterans, in this 
order of sequence, were the major 
groups for whom medical care was or- 
ganized, and many additional groups, 
each relatively small, came to be cov- 
ered by permanent programs. Some 
socioeconomic groups were served tem- 
porarily, such as the wives and infants 
of enlisted men from 1943 to 1949, and 
the low-income farm families from 1936 
to 1946. At present a large number and 
variety of groups are eligible for medi- 
cal care under public auspices, including 
four categories of persons depending en- 
tirely on public support for maintenance 
and five major categories of self-sup- 
porting persons other than those in the 
armed services, 


Control of certain diseases 


Using another version of the “cate- 
gorical approach” to the organization of 
direct service, public policy fostered the 
inclusion of medical care in tax-sup- 
ported programs for the control of cer- 
tain diseases of socioeconomic impor- 


tance, thereby ‘entering the third field’ 


of activity. Communicable diseases 
were the first to be attacked vigorously 
through programs providing for medical 
care as well as other essential services. 
With the practical disappearance of 
some and the reduction in the incidence 
and severity of other communicable dis- 
eases formerly taking a heavy toll and 
taxing the resources of the community, 
venereal diseases and tuberculosis be- 
came the most important communicable 
diseases recognized as requiring a bold 
and firm public policy. In a later stage 
more and more noninfectious diseases 


of socioeconomic importance were ac- 
cepted as legitimate objects of social ac- 
tion, and the number of highly special- 
ized programs multiplied. Among these 
diseases were psychiatric disorders, 
physical handicaps, dental diseases, ma- 
lignant tumors, heart diseases, “chronic 
diseases” in general, and alcoholism. 


Voluntary medical care insurance 


The rediscovery of voluntary medical 
care insurance in the late 1920's and its 
rapid expansion from that time brought 
with it the emergence of a public policy 
in the fourth field. Establishment and 
operation of certain insurance plans, 
such as those sponsored by commercial 
insurance companies, mutual benefit as- 
sociations, and industrial companies, had 
long been subject to legal regulation. 
The new task was to regulate and su- 
pervise the initiation and operation of 
nonprofit corporations organized to fur- 
nish direct service, such as hospitaliza- 
tion, professional services, or both, to 
the general public in return for regular 
prepayments. 

An increasing number of states passed 
special legislation enabling the forma- 
tion and defining the functions of non- 
profit prepayment plans of various 
types, thereby setting them apart from 
commercial insurance organizations. 
The prevailing policy was to provide 
for the organization of separate prepay- 
ment plans for hospitalization and pro- 
fessional services; and there appeared a 
marked tendency to create a monopoly 
for physicians’ service plans sponsored 
by the medical profession and to bar 
group-practice organizations employing 
the prepayment method. In the late 
forties some states passed laws permit- 
ting the combination of the two types 
of prepayment plans, and some others 
authorized the establishment of group- 
practice organizations offering compre- 
hensive service. Whether these events . 
portend a new trend remains to be seen. 
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Workmews compensation 


With the introduction of workmen’s 
compensation legislation, social action 
extended to the fifth field, the protection 
of industrial workers against the eco- 
nomic risks of occupational accidents 
and diseases through the provision of 
both medical care and compensation for 
loss of income due to disability or death. 
Following the enactment in 1908 of a 
Federal law covering certain employees 
of the Federal Government, one state 
after another passed pertinent legisla- 
tion—ten states in 1911 and the last 
one in 1948, 

The public policy governing the de- 
velopment of workmen’s compensation 
in these forty years is characterized by 
three main features. Its guiding idea 
is the substitution of the. concept of 
“occupational risk” for the concepts of 
“fault” and “employer’s liability.” So- 
cial insurance is the method of raising 
the funds required for the financial sup- 
port, the very method which had al- 
ready been used on a small scale from 
1798 to 1884 in order to finance the 
medical care provided under the “Act 
for the relief of sick and disabled Sea- 
` men.” The states have full authority to 
act as they please, and no national law 
prescribes the general framework of or- 
ganization and the minimum standards 
for the services and cash benefits. 


Aid to research and education 


Problems becoming acute in the for- 
ties forced the formulation of a public 
policy in the sixth and seventh fields, 
medical research and professional edu- 
cation. The cost of research in medi- 
cine and, its underlying sciences and 
of undergraduate, graduate, and post- 
graduate education in the health pro- 
fessions had been rising constantly and 
rapidly for many decades. The need 
for more intensive and more extensive 
fact-finding through medical research 


had come to be widely realized, and the 
demand for competent personnel in the 
large and expanding field of medical 
care had been growing incessantly. 
Public policy began to pay attention to 
the provision of financial aid to institu- 
tions and individuals engaged in re- 
search, to professional schools, and to 
individuals desiring to prepare for a 
career in one of the health professions. 

- This trend began in the thirties and 
became more marked in the forties, as 
evidenced by the increase in both the 
number of pertinent national and state 
laws and the amounts of money allotted. 
By attempting to create a firm financial 
basis for education in the health profes- 
sions, public policy broadened the scope 
of activities in a field long subject to 
social action. Ever since the early days 
it had been insisting on the formulation 
and enforcement of requirements for 
the practice of medicine and the allied 
professions in order to protect the pub- 
lic from the quacks, the incompetent, 
and the violators of the code_of ethics 
and to prevent exploitation and debase- 
ment of members of the health profes- 
sions. 


EXTENT oF PuBLIC RESPONSIBILITY 


The growth of public responsibility 
for organization of medical care is evi- 
denced by the constant and substantial 
increase in the number of physical fa- 
cilities and service programs established 
and operated by public agencies; the 
expansion of the coverage of service 
programs; and the rise in the expendi- 
ture of general tax funds and social in- 
surance contributions. 

In 1949 more than seven-tenths of all 
hospital beds in the United States were 
in hospitals administered by local, state, 
and Federal agencies. These govern- 
mental hospitals included a large va- 
riety of types, although two types, were 
predominant in bed capacity, mental 
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hospitals containing about 67 per cent 
and general hospitals containing about 
22 per cent of the beds. They provided 
all but 3 per cent of the beds for pa- 
tients with psychiatric disorders, more 
than nine-tenths of the beds for patients 
with tuberculosis, and nearly four-tenths 
of the beds in general hospitals. The 
large majority of all preventive clinics 
and a considerable proportion of the 
treatment clinics, including outpatient 
departments and unattached clinics, 
were maintained by public agencies, in 
contrast to earlier times when volun- 
tary associations had played the major 
role in founding and supporting such 
facilities. 

Programs of public medical care, 
widely varying in type and scope, were 
in operation for the recipients of old- 
age assistance, aid to dependent chil- 
dren, aid to the blind, arid general as- 
sistance, numbering more than 5 mil- 
lion in 1950, and for five major groups 
of self-supporting persons—the veter- 
ans, merchant seamen, Indians and 
Eskimos, certain groups of Federal em- 
ployees, and the “medically needy”— 
whose combined number exceeded 20 
million in 1950. In addition to these 
general programs of public medical care 
for groups, there were numerous special 
programs for the control of diseases. 
They were serving an unknown but 
probably very substantial number of 
persons, including many who were eli- 
gible for the general care furnished by 
the other programs. Under the pro- 
visions of the workmen’s compensation 
acts, medical care was available to some 
35 million employed persons, or the 
majority of civilian workers receiving 
wages or salaries. i 

The total amount of general tax funds 
spent in 1949 on -support of medical 
care of civilians and related activities 
was estimated at close to $2.5 billion 
and accounted for more than one-fourth 
of all expenditures for medical care in 


the whole country. Twenty years earlier 
it had been about $500 million, repre- 
senting approximately one-seventh of all 
pertinent expenditures. The payments 
for medical care of persons covered by 
workmen’s compensation in 1949 ap- 
proached the $200 million mark and 
constituted about one-third of all pay- 
ments to beneficiaries of workmen’s 
compensation. 


Aid to nongovernmental activities 


To an ever growing extent, general 
tax funds have been used for the sup- 
port of functions performed by volun- 
tary institutions and nonprofit organi- 
zations and by professional and auxil- 
iary personnel in private practice. Over 
the years sentiment has been growing in 
favor of aiding voluntary associations 
in the construction, equipment, and im- 
provement of hospitals and related fa- 
cilities, of compensating members of the 
health professions in private practice as 
well as voluntary hospitals and non- 
profit agencies for services rendered un- 
der programs of public medical care, 
and of supplementing the financial re- 
sources of nonprofit organizations and 
individuals concentrating on medical re- 
search and teaching. 

By taking this course, public policy 
followed a custom of long standing. 
The principle of using tax funds to 
subsidize building projects of nonprofit 
associations was adopted as early as 
the eighteenth century, when here and 
there some tax funds were voted for the 
construction of voluntary hospitals; it 
became the law of the land with the pas- 
sage of the Hospital Survey and Con- 
struction Act of 1946. Since the nine- 
teenth century many public, agencies 
had made token payments to nongov- 
ernmental hospitals and physicians in 
private practice for service rendered to 
“public charges,” and since the 1930’s 
a tendency had appeared to put the 


_compensation on a more realistic basis. 
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Grants-in-aid from public agencies to 
voluntary organizations and private indi- 
-viduals for medical research and profes- 
sional education were organized in a 
systematic way very recently and have 
been rising in both number and amounts 
during the last ten years. 

Obviously the American taxpayers 
have demonstrated their readiness to 
furnish the “hard cash” for both gov- 
ernmental and nongovernmental activi- 
ties in the broad field of medical care. 


FRAMEWORK OF ADMINISTRATION. 
STRUCTURE i 


A host of local, state, and Federal 
agencies are active in the administra- 
tion of programs of public medical care 
and of social insurance against the risk 
of occupational accidents and diseases. 
They differ in type of organization, de- 
gree of authority, and scope of functions. 

A great variety of official agencies are 
charged with responsibility for adminis- 
tration of medical care programs. Some 
are functional agencies organized for the 
specific and sole purpose of operating 
health services, outstanding examples 
being the public health departments, 
hospital departments, and mental hy- 
giene departments. Others are vested 
with authority for the administration of 
medical care as part of broader re- 
sponsibilities, as are the Veterans Ad- 
ministration, the various welfare agen- 
cies, educational authorities, and the 
workmen’s compensation commissions. 

This “embarrassment of riches” is 
the product of a deep-rooted tradition. 

“Whenever a new program has been or- 
ganized or an existing agency extended 
its functions, a new administrative unit 
has been set up. It is a hopeful sign 
that very recently at least two types of 
agencies concerned with public medical 
care for the needy and medically needy 
—the welfare departments and the pub- 
lic health departments—have shown will- 


ingness to redistribute their functions. 
Although official agencies’ have been 
used primarily, nonprofit associations 
and commercial insurance companies 
have been given considerable adminis- 
trative responsibility in a number of in- 
stances, and even courts make decisions 
on routine administrative matters in 
some states. 


Administrative trends 


The powers, the duties, and the func- 
tions of the public agencies concerned 
with medical care vary so greatly that 
many pages would be required to pre- 
sent even a brief summary. Only five 
of the most important trends can be 
mentioned here. 

First, in setting up the machinery for 
administration of direct service, decen- 
tralization has been emphasized. The 
Federal agencies in charge of certain 
programs, such as that for the veterans, 
have tended to establish regional and 
district offices. The states developing 
broader programs have shown a tend- 
ency to delegate pertinent powers and 
functions to local units of government 
and to create'a suitable basis for local 
administration by dividing their areas 
into districts. 

Second, financial responsibility for the 
building and maintenance of public hos- 
pitals and large institutions of the cus- 
todial type has been gradually shifted 


.from small towns to counties or states. 


Third, the obligation to pay for serv- 
ices rendered to persons accepted for 
public medical care has been increas- 
ingly shared by town and county, town 
or city and state, or county and state, 
and state-local co-operation has super- 
seded isolated local efforts in many parts 
of the country. 

Fourth, national legislation has em- 
phasized the principle of Federal-state 
co-operation. The recent national laws 
directly or indirectly pertaining to medi- 
cal care not only provide for grants-in- 
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. aid to the states but make compliance 
with minimum standards a prerequisite 
for approval of funds, thereby Setting a 
pattern of greatest significance. 

Fifth, advisory committees, including 
general committees representing the pub- 
lic at large and technical committees 
composed of representatives of the 
health professions and the hospitals, 
have been appointed by many local, 
state, and Federal agencies either at 
their own volition or on the basis of 
laws containing such a requirement. 


Weaknesses 


With the introduction of partnerships 
between local, state, and Federal agen- 
cies a working agreement has been 
reached, but this important step has 
not been followed by the long overdue 
rebuilding of the whole framework of 
the administrative structure. Its great- 
est flaws are segmentation of adminis- 
tration, diffusion of authority, and dis- 
sipation of function, so strikingly evi- 
dent-from the organization charts of the 
countless local, state, and Federal agen- 
cies concerned with medical care. Rec- 
ommendations for radical changes in 
the vertical and horizontal structure 
have been offered time and again, only 
to be shelved. 


Tue EMERGING PATTERN | 


“What’s past is prologue.” Contem- 
porary public policy is placing the em- 
phasis on the development of medical 
care programs as part of community 
health services, nongovernmental as well 
as governmental, Its broad objective is 
the systematic organization of all the 
personal services by members of the 
various health professions and all the 
clinic, hospital, and related facilities 
necessary to attain the highest level of 
health, prevent disease, cure or mitigate 
illness, and reduce if not prevent dis- 
ability,- economic insecurity, and de- 
pendency associated with illness. Spe- 
cifically, social action supplementing 
individual effort aims. at stimulation of 
broad and deep research in medicine, its 
underlying sciences, and its social use; 
promotion of well-rounded, balanced, 
and sufficiently financed undergraduate, 
graduate, and postgraduate education 
for all the health and related profes- 
sions; and continued adaptation of 
medicine and related sciences to social 
needs and uses through comprehensive 
service programs meeting high stand- 
ards. s í 

These objectives are generally ac- 
cepted, but the methods best suited for 
their attainment are much debated. 


Public Medical Care: The Over-all Picture 


By Dran W. ROBERTS 


T IS not possible. to outline in any 
precise or simple fashion the role 
that government is at present playing 
in the provision of medical care. Cer- 
‘tain general statements can be made for 
the country as a whole regarding the 
medical care responsibilities of the Fed- 
eral Government. For the states and 
local communities,’ however, there is 
such great variation between different 
parts of the country -and between rural 
and urban.communities that generaliza- 
tions are impossible. 

The total volume of medical care now 
provided by government is very large 
indeed. Because of the difficulty in .se- 
curing and presenting the facts regard- 
ing the respective parts played by Fed- 
eral, state, and local government, it is 
important to make these facts clear to 
the general public. For the purpose of 
this discussion, thé role of government, 
whether Federal, state, or local, in pro- 
viding medical care will be presented 
under four general heads: 

1. Medical care supplied to groups 
for whom government has assumed com- 
plete responsibility ; 

2. Programs dealing with the preven- 
tion or treatment of specific types of ill- 
ness or disability, such as cancer, tu- 
berculosis, mental or chronic diseases, 
and permanent injury or deformity; 

3. Programs of general medical care 
providing services primarily for the 
needy; 

4. Programs affecting the health and 
medical care of the entire population. 


GROUPS SERVED BY FEDERAL PROGRAMS 


_ The .Federal Government assumes 
complete responsibility. for the supply 


of medical services to certain very large 
groups, principally to members of the 
armed services, to veterans, to various 
members of the merchant marine, to its 
Indian wards, to the inmates of Federal 
prisons, to certain persons who become 
disabled in government service, and to 
other smaller groups which vary in size 
and character with changing economic 
and political conditions. The service 
rendered by the Federal Government to 
these various groups may be given by 
physicians employed by the Govern- 
ment or by private physicians at gov-- 
ernment expense. It may be given in 
hospitals owned or operated by the Fed- 
eral Government or in other general or 
special hospitals which contract to ac- 
cept such patients. 


Armed services 


Complete medical care is provided for 
all the members of the armed forces and 
for certain of their dependents. The 
services include health examinations, 
diagnostic procedures, treatment, con- 
sultation, and hospitalization, and rep- 
resent the most extensive and complete 
form of public medical care provided 
for any large group. If the facilities of 
the Army and Navy are inadequate, 
available civilian facilities may be uti- 
lized. 

The total strength of the armed serv- 
ices in 1949 was 1,492,000, or about 1 
per cent of the estimated population of 
148 million; but in 1945 the armed 


_ services reached a peak of 12,364,000 


persons, or 9 per cent of the population. 
It is estimated that about 2 per cent of 
the active duty strength will be hospital 


. patients at any given period during 
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peacetime. The hospital care is pro- 
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“vided through 48,642 beds in 119 Army, 
Navy, and Air Force hospitals. 


Veterans 


As of June 30, 1950 the number of 
living veterans of all wars of the United 
States was in excess of 19 million, or 


12.7 per cent of the total population. ` 


Complete medical and dental care is 
provided for any veteran with a dis- 
ability incurred in line of duty or ag- 
gravated by military service. This care 
includes both hospital and outpatient 
service and provides complete treat- 
ment, medical appliances, pharmaceuti- 
cals, and all needed special services such 
as physical therapy and rehabilitation 
_ services. Hospital care is also provided 
for non-service-connected illness if a 
bed is available and if the veteran is 
financially unable to pay the cost. 

To provide these services, the Veter- 
ans Administration operates its own 
general and special hospitals and also 
purchases a substantial volume of care 
_from civilian hospitals and from phy- 
sicians and dentists in private practice. 
The total cost of medical and hospital 
care for veterans exceeded $500 million 
in the fiscal year 1949-50. - 

A program of construction of new 
hospitals to cost three-quarters of a bil- 
lion dollars is now under way. This 
will provide 67 modern hospitals with 
a total of 38,600 beds. By September 
1, 1949, five of the new hospitals had 
been completed, 39 were under con- 
struction, and 23 were in the planning 
stage. 


Members of merchant marine 


Since 1798, the Government of the 
‘United States has provided general 
medical care for sick and disabled sea- 
men. Operated by the Public Health 
Service for this purpose there are to- 
day 24 marine hospitals, 18 outpatient 
dispensaries, and 96 medical relief sta- 


tions. These provide hospitalization, 
general medical and dental care, and 
preventive health services for more than . 


` 200,000 American merchant seamen, for 


the members of the United States Coast 
Guard, and for certain other regular 
beneficiaries of the service. 


Indians 


The Bureau of Indian Affairs in the 
United States Department of the In- 
terior provides health services for some 
400,000 Indians on reservations in the 
United States and Alaska. These serv- 
ices include health examinations, dental 
care, and both inpatient and outpatient 
care in hospitals and sanitariums. 

Care is ordinarily providéd by the 
medical staff attached to the reserva- 
tion, although in unusual cases and in 
areas where the Indian population is 
small, service is provided through con- 
tract arrangements with general hos- 
pitals and with physicians and: dentists 
in private practice. There are 61 hos- 
pitals for Indians, with a total bed ca- 
pacity of 3,343. The cost of health fa- 
cilities and activities of the Indian Serv- 
ice exceeded $5 million in 1945. 


Prisoners 


In co-operation with the Bureau of 
Prisons, the Public Health Service fur- 
nishes medical, dental, and psychiatric 
services in the 27 Federal penal and 
correctional institutions, and during 
1947 provided care to 34,000 Federal 
prisoners. An additional 107,000 pris- 
oners in state penal institutions receive 
medical care through government. 


Other groups 
The Public Health Service operates 


. the National Leprosarium at Carville, 


Louisiana, which is open to any citizen 
infected with leprosy. Hospitals are | 
maintained at Lexington, Kentucky, and 


` Fort Worth, Texas, for the care of per-. 


7 
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sons addicted to narcotics and for cer- 
tain types of mental disease. 

To meet certain temporary needs, the 
Federal Government has organized a 
very considerable number of emergency 
. medical services of one sort or another. 
One of these was the Emergency Ma- 
ternity and Infant Care program, au- 


thorized by Congress in 1943, to pro- . 


vide maternity care to the wives of 
men serving in the four lowest grades 
of the military forces and medical care 
-for their children under one year of age. 
Before its termination in 1949 this pro- 
gram provided comprehensive services 
to almost 1.5 million mothers and in- 
fants at a total cost of $127 million. 
At its height it is estimated that one 
out of every seven births in the Nation 
was served under the program. 

The EMIC program made an im- 
portant contribution in improving the 
quality of hospital facilities by estab- 
lishing minimum standards. A sound 
method of government purchase of serv- 
ices from voluntary hospitals based on 
actual costs was developed which has 
since been adopted by the Veterans Ad- 
ministration, Vocational Rehabilitation, 
-and many Blue Cross hospital programs. 


PROGRAMS FOR SPECIFIC TYPES 
oF ILLNESS 


Except for the operation of a few spe- 
cial hospitals such as St. Elizabeth’s 
Hospital for mental disease in the Dis- 
trict of Columbia and the tuberculosis 
hospitals operated by the Army, Navy, 
and Public Health Service, the Federal 
Government was comparatively slow in 
entering the broad field of ‘supplying 
medical care for special conditions. The 
first exception to this general policy was 


made during the First World War, when’ 


it was deemed desirable to assist the 
states in setting up a program for the 
prevention of syphilis and gonorrhea in 
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the civilian population as part of a 
broad effort to prevent the development 
of these diseases in the military forces. 
This program resulted almost at once 
in a tremendous and nation-wide in- 
crease in the clinical facilities for the 
treatment of venereal disease. Even 
though Federal funds were withdrawn 
from the project shortly after the end 
of the war, much of the progress made 
was maintained by the states at their 
own cost. . 

However, the Public Health Service 
continued its interest in the subject and ~ 
in 1938 secured from the Congress an 
appropriation for Federal grants to the 
states for the control of venereal dis- 
ease, amounting to $3 million a year. 
The amount of this original appropria- 
tion has increased from year to year, 
and under its provisions a most exten- 
sive and in general successful country- 
wide program for the prevention and 
treatment of venereal disease has been 
set up. These funds are expended by 
the states, subject only to such control 
from the Federal Government as is 
necessary to ensure that the expenditure 
is limited to the purposes for which the 
funds are granted. 

The success of the -Federal Govern- 
ment in this new field was followed by 
the appropriation of funds under simi- 
lar conditions for the prevention of tu- 
berculosis, cancer, industrial diseases, 
heart diseases, and psychiatric disor- 
ders, and under the stimulus of these 
Federal grants the work of the indi- 
vidual states in these fields has become 
far more extensive and effective than 
would otherwise have been possible. 


Mothers and children 


The first permanent grant-in-aid pro- 
gram was that for the promotion of thé 
health of mothers, infants, and young 
children. The ‘passage of the Shep- 
pard-Towner Act in 1921 marked in 
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fact the real beginning of the activity 
of the Federal Government in promot- 
ing and improving the health services 
of the country as a whole, and the in- 
creasing sums made available by suc- 
ceeding Congresses for the support of 
the work are evidence of its popular ac- 
ceptance as a necessary and effective 
service of Government. ; 

With the passage of Public.Law 734 
in September 1950, Congress authorized 
an increase in the appropriation for 
grants to states for maternal and child 
health services from $11 million to $16 
million, and doubled the $7.5 million 
previously authorized for crippled chil- 
dren’s services. This increased appro- 
priation, together with the matching 
funds provided by states, will permit 
substantial strengthening of services to 
mothers and children by health depart- 
ments. Prenatal clinics, obstetrical con- 
sultation services, well baby clinics, and 
school health services will all be im- 
proved and extended. 

' The crippled children’s programs pro- 
vide medical, surgical, diagnostic, and 
treatment services for a wide variety of 
crippling conditions. In 1948, 175,000 
children received diagnostic or treat- 
ment services. Of these, 30,000 pa- 
tients spent almost 2 million days in 
hospitals or convalescent homes. 


Tuberculosis 


Of the 83,470 tuberculosis hospital 
beds in the United States, only 13 per 
cent are nongovernmental. About 44 
per cent are operated by local govern- 
ments, 31 per cent by states, and 12 
per cent by the Federal Government. 
The work of these hospitals is made ef- 
fective by an extensive system designed 
to discover cases of the disease in their 
earliest stages. A broad program of 


X-ray surveys has been developed, and ` 


during the fiscal year 1949 approxi- 
mately 14 million persons had chest 
X rays. As a result of these measures 


an increasing proportion of all cases of 
tuberculosis are being discovered in the 
early and most easily curable stages. 


Mental disease 


Institutional care of the’mentally ill 
has long been regarded as primarily a 
responsibility of state government. In 
1949 there were 705,423 hospital beds 
for the mentally ill in the United States. 
These constitute 49 per cent of all hos- 
pital beds. Of these, 84 per cent are 
owned and operated by state, 9 per cent 
by Federal, and 4 per cent by local gov- 
ernment. Only 3 per cent are nongov- 
ernmental. Admission to public mental 
hospitals may be either on a free, part- 
pay, or full-pay basis, but in a ma- 
jority of states no fees are collected 
from patients. 

As in the field of tuberculosis, the 
work of the mental hospitals is supple- 
mented by preventive programs under 
the auspices of health departments and 
other state: agencies. This relatively 
new service was given great impetus in 
1946 with passage of the National Men- 
tal Health Act authorizing grants to the 
states for preventive clinical programs. 
The appropriation of $3,550,000 for the 
fiscal year 1950 was used largely for the 
development of mental hygiene clinics 
and child guidance services in local 
communities. In all but sixteen states, 
the health department has been officially 
designated as the mental health au- 
thority to develop mental hygiene clinic 
services under the Mental Health Act. 


Chronic disease 


The progressive aging of the popula- 
tion and the improvement in methods of 
treating acute illness have led to in- 
creasing public concern about the enor- 
mous problem of chronic disease. Gov- 
ernment has in the past done but little 
to meet this problem, although the cities 
and counties have for many years main- 
tained almshouses to care for the aged 
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and infirm poor. The traditional alms- _ 


house cannot be regarded as a medical 
institution, although many surveys have 
shown that the bulk of almshouse in- 
mates are suffering from serious chronic 
illnesses requiring substantial medical 
and nursing care. Few states or local 
communities have come to recognize this 
problem, and fewer still have provided 
_chronic hospitals, nursing homes, and 
other. facilities designed properly to 
meet the needs of the chronically ill. 
Cancer, as a special chronic disease, 
has been given increased attention since 
the establishment of the National Can- 
cer Institute and the allocation of Fed- 
eral grants to nonprofit institutions for 
cancer research. Grants-in-aid are also 
made to state health departments for 
cancer control activities such as the op- 
eration of cancer detection and consul- 
tation clinics. 


Vocational rehabilitation 


The Federal Office of Vocational Re- 
habilitation was established to give 
technical and financial assistance to 
state agencies in providing services to 
` help physically or mentally handicapped 
adult persons to become self-sustaining. 
Where financial eligibility is established, 
any type of medical care can be pro- 
vided, including medical, psychiatric, 
and surgical examinations and treat- 
ment, hospitalization, convalescent care, 
dental and nursing care, physical, oc- 
cupational, and speech therapy, pros: 
thetic appliances, medical supplies, and 
drugs. All the states now operate voca- 
tional rehabilitation plans. Administra- 
tive costs, including vocational guidance 
and placement, are borne by the Fed- 
eral Government. The cost of purchas- 
ing medical care is shared equally by 
the state and Federal governments. 
During 1949 approximately 58,000 dis- 
abled men and women were rehabili- 
tated and placed in jobs at a cost of $30 
million. 
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GENERAL MEDICAL CARE FOR 
THE NEEDY 


Prior to the passage of the Social Se- 
curity Act in 1936, the Federal Govern- 
ment had entered the field of relief only 
for short periods and to meet pressing 
emergencies. “Medical relief” of all 
sorts was in general considered to be the 


province of the local community. Al- 


though originally a local responsibility, 
new patterns are being formulated, and 
the role of local, state, and Federal 
governments in the field is changing. 
Several trends are clearly discernible. 
Medical care is being more closely in- 
tegrated into the Federal Social Se- 
curity Program. By means of Federal ` 
grants-in-aid distributed through state 
agencies to local jurisdictions, efforts 
are being made to provide medical care 
to recipients of public assistance. 
Progress has been .greatly impeded, 
however, by the limitations of funds ap- 
propriated and by the legal restriction 
in the Social Security Act requiring that 
Federal funds for public assistance be 
paid directly to the client in a lump sum 
without limitation as to the purpose for 
which the money is to be used. This 
prevented state and local agencies from 
using Federal funds to purchase medi- 
cal care direct from the persons or 
agency supplying the service. As a re- 
sult, the provision of medical care for 
public assistance clients in many states 
is limited to the inclusion in the assist- 
ance payment of small amounts which 
the’ client is expected but not required. 
to use for medical care. No data are 
available to show how much of this 
money has been actually used for medi- 
cal care, but it is generally conceded 
that the direct provision of medical 
services is far superior to the provision 
of funds to the client for this purpose. 
With the enactment of Public Law 
734 in 1950 the ban on use of public 
assistance funds for purchase of medi- 
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cal care has been lifted, and for the 
frst time it is possible for welfare agen- 
cies to develop service programs with 
direct payments to the providers of 
medical care. This change in the so- 
cial security law may well signal a new 
era of organized medical care for pub- 
lic assistance recipients. 

At present the variation in the care 
provided in the different states to the 
needy is extreme. Apparently there are 
a few states in which there is no or- 
ganized program of medical service 
other than those conducted by the 
_ larger cities. In June 1950, however, 
probably 5 to 6 million persons, or close 
to 4 per cent of the population of the 
country, were receiving public assist- 
ance, and it can be assumed that, in the 
main, such medical care as this group is 
receiving is at public expense. 

In several of the wealthier states 
there is a generous provision of essen- 
tial medical and hospital services to re- 
cipients of public assistance. In others, 
care is made available only in the event 
of acute or emergency illness. Most 
programs providing physicians’ and den- 
tists’ services are sharply limited to the 
public assistance recipient. There is a 
much larger group, vaguely defined as 
the “medically needy,” which receives 
varying services, particularly hospitali- 
zation, from public agencies. 

To, meet the hospital needs of the 
poor, government may either conduct 
its own hospitals or purchase care from 
nongovernmental hospitals. State and 
local governments operate 122,000 gen- 
eral hospital beds, in comparison to 
349,000 operated by nongovernment 
agencies. ` 

A recent survey indicates that general 
medical care is provided in a number of 
areas by public health departments. In 
1945 Maryland officially charged its 
health department with the responsi- 
bility of providing medical, dental, nurs- 
ing, and hospital care for both indigent 


and medically indigent. In addition, a 
substantial number of local health de- 
partments administer general medical 
care programs for the poor. As in the 
case of programs administered by wel- 
fare departments, the scope of services, 
the criteria of eligibility, and the ad- 
ministrative methods vary widely. 


SERVICES FOR THE ENTIRE POPULATION 


Health departments were initially 
created to protect the public from epi- - 
demics. The importance of this func- 
tion has diminished only by reason of 
dramatic success in the prevention of 
smallpox, diphtheria, whooping cough, 
typhoid fever, and other diseases. The 
communicable disease hospitals in the 
larger cities and the immunization serv- 
ices provided by health departments 
have, in the main, been available to the 
entire population irrespective of finan- 
cial means. Immunization remains an 
important health department function, 
as indicated by the fact that 1.5 million 
children received diphtheria toxoid and 
1.4 million were vaccinated against 
smallpox in public clinics in 1948. Mass 
radiography for tuberculosis, examina- 
tions in cancer detection clinics, and 
screening by laboratory examination for 
such conditions as diabetes and anemia 
are available to the general population 
through health departments in some 
areas. ie 


Medical research 


The contributions of governmental 
agencies to research in the causes, pre- 
vention, and treatment of diseases have 
been of great importance. Research by 
officers of the Army, the Navy, and the 
Public Health Service has almost from 
the beginning of the Nation contributed 
greatly to our knowledge, and some of 
the most important medical discoveries 
have been made by officers of govern- 
ment. In 1901 the Congress established 
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a hygienic laboratory as part of the re- 
organization of the original Marine Hos- 
pital Service, and almost at once an im- 
portant volume of research began to 
flow from this laboratory. From it 
have evolved the National Institutes of 
Health, now the largest center of medi- 
cal research in the world. 

In recent years substantial Federal 
grants have been made to a large num- 
ber of universities and other research 
centers for research related to cancer, 
heart disease, and mental illness. State 
universities and medical schools also 
conduct extensive medical research pro- 
grams financed by state funds. 


Hospital construction 


A review of public medical care would 
not be complete without reference to the 
hospital construction program embodied 
in the Hospital Survey and Construc- 
tion Act.* This is the first national 
legislation that brings about broad, na- 
tion-wide planning arid construction of 
medical care facilities for the entire pop- 
ulation. Although government does not 

"1 For discussion of this act and program, see 


article by V. M. Hoge in this volume of THE 
ANNALS. 
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provide direct medical care to individ- 
uals through. this activity, it does par- 
ticipate actively in the development of 
adequate facilities for all. Ownership 
and administrative control of hospitals 
receiving aid remains with the local 
‘group sponsoring the project, whether 
this be a voluntary citizen’s group, a 
church, or a state or local government. 
The high standards required by the 
Public Health Service assure better 
physical plants for hospitals in the fu- 
ture. , 


A DEVELOPING SYSTEM 


No cross-section view of the present 
status of public medical care in the 
United States can give an accurate pic- 
ture of the situation. So many different 
influences are operating and the charac- 

- ter and force of these influences are 
changing so rapidly that only one posi 
tive conclusion can be drawn. The 
United States is in the act of developing 
a system of medical care quite different 
from any that it has previously enjoyed. . 
The extent, the cost, and the quality of 
the service which will be available in the 
years immediately ahead of us are not 
now predictable. 


Dean W. Roberts, M.D., Baltimore, Maryland, is deputy director of the Maryland 
State Depariment of Health. .He served for five years as chief of the Bureau of Medical 
Services of that department, and in that capacity was responsible for the organization and 
administration of'the Maryland Medical Care Program for indigent and medically indigent 
persons. Originally trained as a pediatrician, he has been in the field of public health 
since 1943. He is instructor in medical care administration at Harvard University and 
lecturer in public health administration at Johns Hopkins University. 


Medical Care for Velen 


By PAUL B. MAGNUSON 


JOUBLIC responsibility for the care 


of disabled war veterans has a long > 


history. The Pilgrims, in 1636, enacted 
in their court: “If any man shalbee sent 
forth as a souldier and shall return 
maimed hee shalbee majntained com- 
petently by the Collonie during his life.” 
Pension laws for the relief of maimed 
and disabled soldiers were subsequently 
enacted by the Massachusetts Bay 
Colony, Maryland, New York, Rhode 
Island, Virginia, and Pennsylvania. A 
resolution promising pensions to soldiers 
and seamen who might be disabled in 
the Revolutionary War was passed by 
the Continental Congress soon after the 
signing of the Declaration of Independ- 
ence, 

Legislation enacted by Congress on 
February 26, 1811 authorized the con- 

struction of a permanent home for dis- 
` abled naval officers, seamen, and ma- 
rines. The cornerstone for this home 
was laid in Philadelphia on April 3, 
1827, though the home was not occupied 
until 1833. Treatment for disabled vet- 
erans of the Indian Wars and the Mezi- 
can War was furnished by the Naval 
Home at Philadelphia, and later by the 
United States Soldiers’ Home at Wash- 
ington, D. C. and the National Homes 
for Disabled Volunteer Soldiers which 
were established soon after the Civil 
War. Veterans of the Spanish-American 
War and of the Philippine Insurrection 


who required prolonged hospital. care- 


were accommodated in the various state 
homes, the United States Soldiers’ Home 
at Washington, or the Naval Home at 
Philadelphia. Hospitalization of veter- 
ans in civilian institutions near their 


1 Statistical data as of June 30, 1950 unless 
otherwise stated. 


homes was first authorized by the Sec- 
retary of War on October 20, 1898, with 
the cost borne by the Army. 

The first Federal legislation to pro- 
vide veterans with purely medical bene- 
fits, as distinct from the medical care 
previously furnished as an incident to 
domiciliary care, was Public Law 90, of 
the Sixty-fifth Congress, enacted Oc- 
tober 6, 1917. This law provided medi- 
cal and hospital services for World War 
I veterans with disabilities or injuries 
incurred in or aggravated by military 
service. Such care was provided through 
the United States Public Health Service. 


BEGINNING or HOSPITAL PROGRAM 


The act of April 20, 1922, Public Law « 


194, Sixty-seventh Congress, was the © 


beginning of an expanding hospitaliza- 
tion program for veterans. This act 
authorized appropriations for the con- 
struction of additional hospital facilities 
for veterans and to provide medical and 
hospital treatment of neuropsychiatric 
or tuberculous disabilities of veterans of 
the Spanish-American War, the Philip- 
pine Insurrection, and the Boxer Rebel- 
lion. The act was administered by the 
newly created Veterans Bureau, estab- 
lished in 1921 by merger of previously 
existing independent agencies adminis- 
tering various governmental benefits for 
veterans. Public Law 194 was the first 
legislation to extend the services of the 
Veterans Bureau to veterans other than 
those of World War I. It was also the 
first legislation to provide medical or 
hospital treatment, outside a soldiers’ 
home hospital, for veterans with dis- 
abilities other than those incurred in 
service, that is, for veterans with neuro- 
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psychiatric or tuberculous disabilities 
who served prior to World War I. 

Public Law 2 of the Seventy-third 
Congress, enacted on March 20, 1933, 
together with its amendments and the 
Veterans Regulations issued thereunder 
by Executive order of the President, 
now constitutes the basic law covering 
the Veterans Administration hospital 
and medical care programs. The con- 
trolling legislation now reads as fol- 
lows: 


The Administrator of Veterans’ Affairs is 
hereby authorized under such limitations as 
he may prescribe, and within the limits of 


existing Veterans Administration facilities, . 


to furnish to men discharged from the 
Army, Navy, Marine Corps, or Coast Guard 
for disabilities incurred in line of duty or 
to those in receipt of pension for service- 
connected disability, and to veterans of any 
war, including the Boxer Rebellion and the 
Philippine Insurrection, domiciliary care 
where they are suffering with permanent 
disabilities, tuberculosis, or neuropsychiatric 
ailments and medical and hospital treatment 
for diseases or injuries: Provided, That any 
veteran of any war who was not dishonor- 
ably discharged, suffering from disability, 
disease, or defect, who is in need of hospital- 
ization or domiciliary care and is unable to 
defray the necessary expenses therefor (in- 
cluding transportation to and from the Vet- 
erans Administration facility), shall be fur- 
nished necessary hospitalization or domicili- 
ary care (including transportation) in-any 
Veterans Administration facility, within the 
limitations existing in such facilities, irre- 
spective of whether the disability, disease, 
or defect was due to service. The state- 
ment under oath of the applicant on such 
form as may be prescribed by the Admin- 
istrator of Veterans’ Affairs shall be ac- 
cepted as sufficient evidence of inability to 
defray necessary expenses. ` 


FACILITIES AND PERSONNEL 


Throughout the United States, there 
are at present 136 Veterans Administra- 


tion hospitals and some 95 outpatient 
clinics, established to provide complete 
medical care for eligible veterans. At 
least one VA hospital and one outpa- 
tient clinic are to be found in each state 
and in San Juan, Puerto Rico. New 
York has 14 VA hospitals, which is the 
largest number in any one state. Out- 
patient clinics are operated also in 
Honolulu, Hawaii, in Juneau, Alaska, 
and in Manila, Philippines. The hos- 
pitals vary in size from 50 beds at Sara- 
toga Springs, New York, to 3,558 beds 
in Los Angeles, California. There are, 
in addition, 16 VA domiciliary homes, 
of which 13 are attached to VA hos- 


‘pitals and 3 are separate institutions. 


The activities of this network of hos- 
pitals, outpatient clinics, and domicili- 
ary homes, ministering to as many as 
125,000 veterans on any one day, are 
supervised by the Department of Medi- 
cine and Surgery, established by law as 
one of the components of the Veterans 
Administration. For purposes of facili- 
tating supervisory processes, the coun- 
try is divided into six medical areas, 
each headed by an Area Medical Direc- 
tor responsible to the ‘Chief Medical Di- 
rector of the Department of Medicine 
and Surgery. The staff of the Chief 
Medical Director, at Central Office in 
Washington, D. C., includes about 60 
full-time physicians, 20 full-time den- 
tists, and 30 full-time nurses. The staffs 
of the area medical offices include about 
35 full-time physicians. 

The 136 existing VA hospitals in- 
clude 18 tuberculosis hospitals, 34 
neuropsychiatric, and 84 general medi- 
cal and surgical hospitals. For all VA 
hospitals, on June 30, 1950 there were 
106,287 beds available for patients 
(14,117 tuberculosis beds; 54,084 beds 
for psychotic, other psychiatric, and 
neurological patients; and 38,086 gen- 
eral medical and surgical beds). More 
than 10,000 additional beds were un- 
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“available for use; one-third of this 
number because of lack of personnel. 

Under the new hospital construction 
program authorized as of June 30, 1950, 
the 44 new hospitals presently under 
construction will provide 19,900 addi- 
tional beds, and 10 new hospitals not 
yet. under construction will provide 
8,500 beds. Additions and conversions 
at existing hospitals would provide ap- 
proximately 4,000 additional beds. On 
completion of the total authorized build- 
ing program, the Veterans Administra- 
tion will have approximately” 175 hos- 
pitals with a capacity of 131,400 beds. 
Many of the VA hospitals at present un- 
der construction or planned for the fu- 
ture will be located on sites adjacent to 
medical schools. This is in accord with 
the Veterans Administration policy of 
utilizing the resources of the medical 
schools in the furtherance of patient 
care, education, and research. 

At the end of fiscal year 1950, the 
full-time staff in the VA hospital and 
medical programs included over 4,000 
physicians, approximately 925 dentists, 
and 13,000 nurses. An additional 4,500 
physicians were serving on a part-time 
basis. The total hospital program in- 
cluded over 80,600 full-time employees, 
of whom 61,800 were medical employees 
of all categories. 

In addition to its own full-time staff 
in hospitals, clinics, and domiciliaries, 
the Veterans Administration has utilized 
the services of outstanding consultants 
and attending physicians. Many of 
these specialists are men of professorial 
rank attached to medical schools. These 
specialists supervise the medical treat- 
ment, direct the training of residents, 
and assist the full-time staff. They are 
recommended for appointment by com- 
mittees consisting of the deans of the 
medical schools in the vicinity of the 
hospitals. A huge reservoir of high- 
grade medical talent has thereby been 


-nected disabilities. 


made available in providing hospital 
and medical care for the disabled vet- 
erans. 


Groups SERVED 


Medical facilities of the Veterans Ad- 
ministration are available first and fore- 
most, and without qualification, for the 
treatment of eligible veterans having 
service-connected disabilities, and sec- 
ond for veterans with nonservice-con- 
The latter are not 
eligible for treatment at outpatient 
clinics, except in spécial circumstances. 

Under the law, a system of priorities 
has been established for hospital admis- 
sion. The highest priority is held by 
veterans who served in the armed forces 
during a period of war and have service- 
connected disabilities. attributable to 
such service, who require hospital care 
for treatment of these disabilities. The 
second group includes veterans with 
disabilities incurred in or aggravated by 
service in the armed forces during a 
peacetime period. The third group in- — 
cludes veterans who have service-con- 
nected disabilities but require hospital 
care for the treatment of nonservice- 
connected disabilities. The last group 
includes war veterans with nonservice- 
connected disabilities only. The veter- 
ans in the last group may be admitted 
to hospital care only insofar as existing 
resources of the Veterans Administra- 
tion permit, and upon dffirmation of in- 
ability to defray the expenses of hos- 
pital care. In general, veterans who 
served only during a peacetime period, 
who have no service-connected disabili- 
ties, are not eligible for hospital care 
for the treatment of mnonservice-con- 
nected disabilities. Only war veterans 
have this benefit. 

Because of the facilities which have 
been made available by congressional 
action, the number of veterans hospital- 
ized for nonservice-connected disabili- 
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ties is actually about twice as great as 
the number hospitalized for service-con- 
nected disabilities. However, the non- 
service-connected group includes a sub- 
stantial number for whom hospital care 
is generally provided at public expense. 
These are the patients with long-term 
illnesses: thè tuberculous, the mentally 
ill, and certain general medical and 
surgical patients. Tuberculous and psy- 
chotic patients comprise-61 per cent of 
the total VA patient load. Of the other 
_ medical categories, those with service- 
connected disabilities comprise an addi- 
tional 6 per cent of the total patient 
load. The remainder, only 33 per cent 
of the total patient load, are veteran? 
with nonservice-connected ` disabilities 
whose hospital care is not generally 
provided at public expense. Of the 39.5 
million patient days of hospital care 
provided by the Veterans Administra- 
tion during the past fiscal year, only 
one-third were expended in the care of 
veterans with nonservice-connected dis- 
abilities which are not generally pro- 
vided for at public expense. The other 
two-thirds were expended in the care 
of veterans with disabilities attributable 
to military service and veterans with 
_ disabilities generally requiring care at 
public expense. 


OBJECTIVES 


The goal of the Veterans Administra- 
tion hospital and medical programs is 
to provide medical care of the highest 
attainable quality. To achieve this goal, 
the following objectives have guided and 
motivated the organization and admin- 
istration of the programs: 

1. To attract and retain adequate 
full-time personnel by offering oppor- 
tunities for professional growth and de- 
"velopment and providing salaries com- 
mensurate with ability. 

2. To secure the services of outstand- 


ing medical men to serve as teachers, 
consultants, and attending physicians. 
3. To inaugurate a residency training 
program, by means of which Grade A 
medical schools would participate in the 
treatment of patients and the training 
of the full-time staff, and by means of 


- which the critical shortage of medical 


specialists could be partially overcome. 

4. To build new hospitals in urban 
centers in close proximity to medical 
schools and medical talent and to at- 
tempt to make every VA hospital a 
teaching hospital. 

5. To ensure that professional per- 
sonnel are relieved as far as possible 
from all nonessential administrative 
duties and are free to devote their full 
time and attention to the care and treat- 
ment of patients. 


SERVICES OFFERED 


The medical treatment provided in 
VA hospitals is comprehensive as well 
as specialized, for all veterans under 
their care. Continuity of treatment as 
between hospital and outpatient care 
can be assured for the service-con- 
nected patient, permitting realization of 


‘a total treatment program, but is not 


always feasible for the nonservice-con- 
nected patient, for whom treatment can- 
not be provided outside the hospital. 
Patients in VA hospitals receive all 
necessary surgical and nursing care. A 
thorough rehabilitation program is in 
operation in most of the hospitals. A 
trained social service staff is available 
to assist with personal and family prob- 
lems which interfere with or retard the 
patient’s recovery or which may ad- 
versely affect rehabilitation in the broad 
sense. Educational and recreational 
programs have been established for their 
value in maintaining patient morale, 
particularly as regards patients whose 
hospitalization is reckoned in terms of 
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months rather than days. Prosthetic 
and other appliances are provided 
wherever necessary. 

Patients are retained in the hospital 
until they have received the maximum 
benefits of hospitalization. In the case 
of service-connected disabilities, the 
treatment covers not only the specific 
disability for which the patient was 
hospitalized, but also any other dis- 


. ability. Even patients hospitalized for’ 


nonservice-connected disabilities are 
treated also for any related or adjunct 
condition which may be found during 
examination. 

Special centers have been established 
to provide the skilled personnel and 
equipment necessary for- neurosurgery, 
plastic surgery, mental hygiene, physi- 
cal medical rehabilitation, and for -the 
treatment of paraplegia, epilepsy, apha- 
sia, and other highly specialized dis- 
eases. Within the Veterans Administra- 
tion system, all branches of medical and 
hospital care must be included. The 
potential patient load for the system 
includes approximately 20 million vet- 
erans who obviously will present cases 
of all types of sickness and disease 
known to mankind. Other Federal hos- 
pitals, state, civil, and voluntary hos- 
pitals are utilized by the Veterans Ad- 
ministration for the care of female 
veterans, certain veterans whom it is 
considered desirable to hospitalize near 
their’ homes, and veterans requiring 
. emergency care which precludes the pos- 
sibility of transportation to a VA hos- 
pital. 


HOME-TOWN PROGRAMS 


In addition to the care provided in its 
own facilities, the Veterans Administra- 
tion operates extensive “home-town” 
programs to enable veterans with serv- 
ice-connected disabilities to receive 
necessary examination and treatment 
from physicians in their own communi- 


ties. This has the double advantage of 
avoiding overloading of VA professional 
staff, and serving the convenience of the 
veteran who is spared the necessity of 
making long trips to a VA office, and 
who may receive care from a physician 
who has known him and the status of 
his disabilities. 

Some 75,000 physicians throughout 
the country participate in the home- 
town medical program. A schedule of 
fees has been established through agree- 
ment with the Veterans Administration | 
and the state medical societies, or 
through an intermediary organization 
recommended by the state medical so- 
Gieties. The home-town medical pro- 
gram is in’ operation in forty-four of 
the states and territories. A home- 
town dental program is in effect in all 
states and territories, enabling veterans 
with dental disabilities attributable to ' 
their military service to receive all nec- 
essary care from private dentists located 
in their own communities. A, home- 
town pharmacéutical program is also in 
operation, permitting veterans to receive 
necessary drugs and medicines from 
their local pharmacies. A somewhat 
similar program to provide nursing care 
in certain cases has been inaugurated in 
the New England states and will be ex- 
tended to other areas. 


PATIENT Loap 


A classification of the average daily 
VA patient load for the fiscal year 1950 
is shown in Table 1. 

Psychotic patients, who constitute 
nearly half of the total VA patient load, 
have- the lowest number of admissions 
and discharges. Half the psychotic vet- 
erans of World War I and earlier pe- 
riods of service have already spent more 
than ten years in VA hospitals, 70 per 
cent of them more than five years, and 
nearly 15 per. cent of them more than 
twenty years. The length of hospital 
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TABLE 1—AveracE DAILY VETERANS ADMINISTRATION PATIENT LOAD, 
` FISCAL YEAR 1950, By TYPE oF PATIENT 
Other | General 
All Tuberculous | Psychotic P es Medical 
Neurological! Surgicals 
In VA hospitals : 
Service-connected 31,783 21,499 1,727 4,031 
Nonservice-connected 64,860 24,443 4,818 27,410 
Total 96,643 45,942 6,545 31,441 
_ In non-VA hospitals 
Service-connected 4,237 1,737 134 969 
Nonservice-connected 7,158 812 155 5,526 
Total 11,395 2,549 289 6,495 
In all hospitals 
Service-connected 36,020 23,236 1,861 5,000 
Nonservice-connected 72,018 25,255 4,973 32,936 
Total 108,038 48,491 6.834 37,936 





a Includes approximately 1,300 patients not classified as to type: 900 veterans hospitalized 
for observation or examination purposes; and 400 nonveterans (beneficiaries of government 
agencies, ex-servicemen of allied nations, humanitarian cases, etc.). 


stay of psychotic World War II veter- 
ans is increasing as the time lengthens 
since the end of World War II. Over 
42 per cent of them have already been 
hospitalized more than three years. 
The Veterans Administration problem 
respecting veterans with psychotic dis- 
abilities is one of considerable magni- 
tude. There is a dearth of trained and 
experienced personnel qualified in treat- 
ment of psychiatric patients. Not only 
is there a shortage of psychiatrists, but 
of clinical psychologists and psychiatric 
_social workers as well. Up-to-date 
methods and techniques for treatment 
of psychiatric patients are used exten- 
sively in VA hospitals, including the 
various shock therapies, psychosurgery, 
and group psychotherapy. However, 
because of the shortage of skilled per- 
sonnel, the benefits of these newer 
therapies can be extended to only a 
limited number of patients. The Vet- 
erans Administration itself conducts the 


largest program for the training of 
psychiatrists. As of June 30, 1950, over 
400 physicians were pursuing residency 
training in psychiatry in VA hospitals 
and clinics. The Veterans Administra- 
tion also participates in the training 
of clinical psychologists and psychiatric 
social workers. 

Some 95 mental hygiene units have 
been established in regional office out- 
patient clinics and other offices of the 
Veterans Administration. As of June 
1950, these clinics were accommodating 
a case load of approximately 25,000 
veterans. Through the work of these 
clinics, veterans with minor psychiatric 
disabilities can be provided with pre- 
ventive treatment that, in many in- 
stances, precludes the necessity for sub- 
sequent hospitalization. In addition, 
certain hospitalized psychiatric patients 
can receive earlier hospital discharge 
and continue theit treatment at these 
clinics. 


ry 
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The Veterans Administration has 
played an active role in the development 
of new techniques for the treatment of 
the tuberculous, particularly in the field 
of antibiotics. New surgical techniques 
and the utilization of streptomycin (in 
which the Veterans Administration has 
pioneered) have shown promising re- 
sults in tuberculosis treatment. How- 
ever, one-third of the hospitalized tu- 
berculous VA patients and nearly one- 
third of tuberculous World War II 
veterans have already been hospitalized 
for more than a year; and of the tu- 
berculous veterans of World War I and 
earlier periods of service, nearly 12 per 
cent have been hospitalized more than 
three years. 

General medical and surgical patients, 
of course, have the most rapid turnover. 
Of approximately 580,000 hospital ad- 
missions of VA patients during the past 
fiscal year, nearly 500,000 were patients 
swith general medical or surgical dis- 
abilities. . 

On June 30, 1950, the VA patient 
load included four Civil War veterans, 
about 2,500 Spanish-American War vet- 
erans, nearly 46,000 World War I vet- 
erans, and some 50,000 World War IT 
veterans. The remaining 4,000 patients 
were veterans of other wars, veterans of 
peacetime service, and some nonveter- 
ans. 


OUTPATIENT AND DOMICILIARY LOAD 


During fiscal year’ 1950, over two 
million veteran outpatients received 
medical examinations and nearly 1.8 
million veterans received outpatient 
treatment. Only 16 per cent of the 
outpatients examined were examined by 

_ “fee-basis” physicians under the home- 
town medical program. However, over 
43 per cent of the outpatients treated 
were treated under the home-town pro- 
gram. 


During fiscal year 1950, the Veterans 
Administration received over 800,000 
applications for outpatient dental care. 
Over 430,000 veterans completed their 
dental treatment during the fiscal year; 
80 per cent of these veterans were 
treated under the home-town dental 
program, and the remaining 20 per cent 
at VA dental clinics. During the same 
period, over 527,000 veterans were ex- 
amined, and their eligibility for dental 
care and the nature of the treatment 
necessary were thereby determined. Ap- 
proximately two-thirds of these veterans 
were examined at VA dental clinics; the 
remainder by home-town dentists. 

The 16 VA domiciliary homes, with 
a total complement of about 17,600 
beds, were accommodating approxi- 
mately 16,700 home members on June 
30, 1950. The domiciliary homes have 
been established to provide care for dis- 
abled veterans who are unable to main- 
tain themselves. Rehabilitative meas- 
ures have been instituted in these homes 
in an effort to enable as many veterans 
as possible to return to normal com- 
munity living. Over 90 per cent of the 
home members are veterans of World 
War I and earlier periods of military 
service. 


SIZE oF UNDERTAKING 


The cost of operating the VA hos- 
pitals, domiciliary homes, and outpa- 
tient medical clinics during fiscal year 
1950 was over $513 million.. The cost 
of operating VA hospitals was approxi- 
mately $385 million; the domiciliary 
homes, about $19 million. Nearly $15 
million was expended for the operation 
of the home-town medical program. 
Over twice as much, approximately $33 
million, was expended under the home- 
town dental program. 

The Veterans Administration still re- 
ceives each month some 85,000 new ap- 
plications for hospital or’ domiciliary 
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care. .At the end of the past fiscal year, 
the waiting list for hospital admission 
included over 25,000 veterans eligible 
for hospitalization, practically all of 
whom had nonservice-connected disabili- 


ties. The program of medical care for 
veterans is an enormous governmental 
undertaking. It is also one of the most 
challenging fields in present-day Ameri- 
can medicine. 


Paul B. Magnuson, M.D., Washington, D. C., is chief medical director of the Veterans 
Administration, on leave from his position as professor of surgery and chairman of the 
Department of Bone and Joint Surgery, Northwestern University. He was civilian con- 
sultant to the Surgeon General of the United States Army, 1941-46, and is a member of 
numerous surgical organizations. He is author of Fractures (1933, 1949), and a section 
on Ununited Fractures in Orthopedic Subjects, by direction of the National Research 


Council. 


Medical Care for the Needy and Medically Needy 


By Mitton TERRIS 


OR the purposes of this discussion, 

the term “needy” refers to recipi- 
ents of public assistance, while the term 
“medically needy” denotes persons who 
cannot meet their requirements for 
medical care although otherwise able to 
maintain themselves. A useful defini- 
tion of “medical need” is almost impos- 
sible to formulate, since it varies not 
only with the prevailing economic situa- 
tion but also with the type of care re- 
quired; there are very few persons, for 
example, who can pay the costs of long 
term hospital care for tuberculosis or 
other chronic diseases. In actual prac- 
tice, the determination of medically 
needy persons eligible for service varies 
greatly in different localities, depending 
on such factors as the financial resources 
of the program, professional pressures, 
local laws and traditions,“ and public 
sentiment. 

The present situation with respect to 
provision of medical care for the needy 
and medically needy is the result of 
several hundred years of development.* 
The programs now in operation have 
evolved from colonial practices based 
on the Elizabethan poor laws, which 
placed the responsibility for poor relief 
on local governments and imposed so- 
cial and legal penalties on the recipient 
_ of relief. As late as.1934, recipients of 
public assistance were deprived of the 
right to vote or hold office by the consti- 
tutions of fourteen states, while nine 
states maintained the spirit of the 
“pauper’s oath” through legal provisions 


1¥For details see Franz Goldmann, Public 
Medical Care (New York: Columbia Univer- 
sity Press, 1945), pp. 69-150; and Bernhard J. 
Stern, Medical Services by Government, New 
York: Commonwealth Fund, 1946. 


regarding applications for public assist- 
ance or the penalties for obtaining as- 


sistance under false pretense. 


EVOLUTION OF SERVICES 


The evolution of facilities, services, 
and programs for the medical care of 
the needy and medically needy followed 
several independent lines which started 
at different periods, showed various rates 
of growth and decline, and tended to 
become more or less interdependent in 
different times and places. It is pat- 
ently impossible to trace their evolution 
in detail, but a brief description of some 
of the more important services is neces- 


sary to an understanding of the present 


situation. 

One of the-earliest and most popular 
methods of providing physicians’ serv- 
ices was the appointment of city or 
county physicians on a part-time sala- 
ried basis. These physicians usually 
provided home calls and occasionally 
office care and treatment of needy pa- 
tients in the hospital. Students of pub- 
lic medical care have found little to 
recommend this method of providing 
service, yet it is still used by many 
local governments. 

Public general hospitals have evolved 
in many instances from the infirmary 
sections of county workhouses and alms- 
houses. Governmental institutions now 
provide two-fifths of the total general 
bed capacity in the country, about 
equally divided between Federal hos- 
pitals and those operated by local or 
state governments. For the most part, 
the latter are concentrated in cities with 
populations of more than 100,000, where 
they usually furnish services restricted 
to the needy and medically needy. 
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Public hospitals. also account for 97 
per cent of all beds in mental institu- 
tions and 87 per cent of the beds in tu- 
berculosis hospitals. The overwhelming 
- majority of the population is medically 
needy when long-term hospitalization is 
required; only a very small proportion 
can afford to pay for private care or 


meet the full cost of public hospital 


service. 

A considerable amount of care for 
needy and medically needy patients is 
provided by voluntary hospitals which 
may or may not receive reimbursement 

_from public agencies. Recent studies 
indicate that where such reimbursement 
is made, it is usually below actual cost; 
in most instances the payments received 
from city and county governments are 
lower than similar payments by state 
agencies. Lump-sum subsidies to volun- 
tary hospitals are still used in many 

. areas, although there is general agree- 

ment that the preferable method is to 
pay for. hospital care at a per diem rate. 

The outpatient departments of’ both 
voluntary and public general hospitals 
have come to play a major role in the 
provision of medical care for needy and 
medically needy persons in urban cen- 
ters where these facilities are concen- 
trated. They do not represent a signifi- 
cant resource for persons living in rural 
areas or in small communities. 


Pusric HEALTH SERVICES 


In the last few decades the rapid de- 
velopment of public health programs 
has provided an increasing number and 
variety of personal health services for 
the needy and medically needy. Tradi- 
tionally, health department services are 
preventive in nature and designed for 
the entire community. Nevertheless, 
health departments have found it nec- 
essary to provide treatment services for 
adequate control of communicable dis- 
eases in general, and tuberculosis and 


syphilis in particular. Moreover, such 
preventive services as immunization, 
prenatal care, and well-child confer- 
ences have become basic elements of 
good medical care, with the result that 
the dividing line between prevention 


- and treatment has become increasingly 
‘difficult to visualize. 


The development of various personal 
health services provided by health de- 
partments has occasioned professional 
demands for limitation of such services 
to the needy and medically needy. The 
outcome has varied in different com- 
munities. In some, all personal health 
services provided in health department 
clinics are limited to these groups; more 
often there are no regulatory limita- 
tions, but .the great majority receiving 
services are needy and medically needy; 
while in still others, the services are 
commonly utilized by all economic 
groups in the community. Certain per- 
sonal health services carried through on 
a mass scale, such as sodium fluoride 
applications for school children and 
chest X-ray surveys, are provided re- 
gardless of economic status. In other 
programs, such as those furnishing care 
for crippled children, compromises have 
often centered around an arbitrary di- 
vision between diagnosis and treatment, 
with the former available to all, and 


` the latter restricted to the needy and 


medically needy. 

At the present time, state and local 
health departments provide a variety of 
clinic services, such as immunization, 
tuberculosis, venereal disease, well-child, 
prenatal, dental, and orthopedic clinics. 
These services are being expanded to 
include cancer, cardiac, and mental hy- 
giene clinics, and sometimes hospital 
services as well. Corrective services are 
available for school children in many 
areas, and crippled children’s programs 
provide care for an increasing variety 
of crippling conditions in addition to 
orthopedic defects. 
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FREE SERVICE BY PHYSICIANS 


Traditionally, the medical profession 
has furnished a considerable amount of 
free service, with the “sliding scale” of 
medical fees making it theoretically pos- 
- sible to balance the losses with large 
fees from wealthy patients. But in 
1935 the Bureau of Medical Economics 
of the American Medical Association 
pointed out: 


The principle has been severely strained 
by the contemporary evolution of the in- 
dustrial system, as well as by certain 
© changes within the profession. The greatly 
increased demands by the indigent sick 
during the lowest phases of the industrial 
cycle, which has also often reduced the in- 
come of the physician below any reasonable 
standard of living, has now made this bur- 
den unbearable. Moreover, the physician 
whose practice is established among families 
with low incomes finds so large a propor- 
tion of his patients in the indigent class 
that his paying patients are too few to en- 
able him to subsist. . . . 


FERA AND Socrat SECURITY 


The entire system of medical care for 
the needy and medically needy—poorly 
. organized, unco-ordinated, relying pri- 
marily on local government resources 
and the charitable services of physi- 
cians, voluntary hospitals, and volun- 
tary health and welfare agencies—col- 
lapsed under the impact of the de- 
pression of the thirties. The Federal 
Emergency Relief Administration medi- 
cal care program, organized in July 
1933 to fill the gap, was based on the 
principle that the traditional- patient- 
physician relationship should be pre- 
served. Patients had free choice of 
practitioner, and payments from Federal 
funds were made according to state fee 
schedules adopted by agreement with 
the organized medical, dental, and nurs- 
ing professions. The services provided 
were limited to physician’s care in home 
and office, emergency dental care, bed- 


side nursing service, drugs, and emer- 
gency appliances. Because of the lim- 
ited funds available, hospital care was 
not included, and sharp restrictions were 
placed on the services available. 

Although it lasted only two and a 
half years, was uneven in its geographi- 
cal application, and had many serious 
deficiencies, the FERA program exer- 
cised tremendous influence on the sub- 
sequent development of the medical 
care programs of public welfare depart- 
ments. It initiated several significant 
trends which have become intensified in 
the last fifteen years: (1) the increas- 
ingly important role of governmental 
agencies as purchasers of medical care 
in contrast with previous tendencies to 
rely heavily on the free services of phy- 
sicians, hospitals, and other voluntary 
agencies; (2) the evolution of more 
thoroughly organized medical care pro- 
grams; and (3) the increased participa- 
tion of state and Federal governments 
in the financing and development of 
medical care for the needy. 

The Social Security Act of 1935 es- 
tablished the principle of social insur- 
ance as a major approach to preven- 
tion of dependency. In addition, state 
and local public assistance was strength- 
ened by provisions for Federal matching 
of funds for three categories of assist- 
ance recipients—the aged, the blind, 
and dependent children. Federal aid 
was not made available for needy per- 
sons outside these categories or for those 
residing in public institutions. . 

An important feature of the Social 
Security Act was its requirement that in 
order to receive Federal matching of 
state funds in the categorical programs, 
the payment for medical as well as 
other needs must be by unrestricted 
money payments to the recipient in 
order to allow him the fullest possible 
independence. Unfortunately, this re- 
quirement has resulted in considerable 
administrative difficulty and hindered 
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the development of well-organized medi- 


cal care programs. In many areas the . 


money payments are so low that in- 
creases to meet medical bills are neces- 
sarily utilized to provide basic needs of 
food and shelter, with the result that 
the practitioner may go unpaid. Large 
bills present particular problems, since 
maximum limits on money payments 
make it impossible to increase them 
sufficiently to pay for care, even in in- 
stallments, within a reasonable time. 
To meet these difficulties, some states 
decided to forgo Federal funds and 
provide direct “vendor payments” for 
medical care in the categorical programs 
to a greater or less extent. In the gen- 
eral assistance program, where there is 
no question of Federal matching re- 
quirements, direct payment to vendors 
of medical service is the prevailing 
method. ; 


State AND LOCAL ADMINISTRATION 


A recent study of twenty states by 
the Bureau of Public Assistance of the 
Federal Security Agency provides illu- 
minating data on the administration of 
medical care by state and local welfare 
agencies.” Great variation exists in the 
extent of state participation in local 
services. In some states the program is 
administered directly through state dis- 
trict offices, while in others the state 
agency may provide a varying amount 
of assistance and supervision, including 
formulation of general policies, stand- 
ards, and procedures, development of 
medical care manuals and recommended 
fee schedules, approval of local plans, 
consultation, and so forth. In still 
other instances a negligible role is 
played by the state agency. A contrast- 
ing picture is presented by the general 
assistance programs, which are often 


2 Bureau of Public Assistance, Medical Care 
in Public Assistance, 1946, P. A. Report No. 
16, Washington, D. C.: Federal Security 
Agency, 1948. 


financed and administered entirely by 
local agencies, either counties or the 
more numerous smaller units. 

Very few states or localities employ 
full-time physicians as administrators 
of the medical care program. Of the 
twenty states studied, only five have 
positions for a full-time medical direc- 
tor, and two of these were vacant at the 
time of the study. New York State, not 
included in the study, is outstanding in 
that a full-time medical director is em- 
ployed at the state level as well as part- 
time directors in the counties. Only 
half the states studied utilize the serv- 
ices of general or technical advisory 
committees, and local advisory commit- 
tees are much less frequent. 

Generally the assistance recipient has 
free choice of physician, dentist, or 
other practitioner, and payment is made 
on a fee-for-service basis; exceptions 
occur in those localities which maintain 
city or county physicians. Payments 
are usually made at somewhat less than 
prevailing rates, resulting in some areas 
in friction with the providers of serv- 
ice. Thus, in several Pennsylvania 
counties, only a few physicians partici- 
pate in the medical care program, and 
some attempt to collect from the pa- 
tient the difference between the state 
fee and their usual charge. In Oregon, 


In the majority of counties the private 
practitioriers believed that fees were too 
low. They were accepted by some, how- 
ever, as a part of the charitable work ex- 
pected from all physicians. In two counties 
the low fees and lack of nursing personnel 
to staff public hospitals had limited hospi- 
tal care available to recipients. 


There are wide divergences among 
the states studied in the scope and 
amount of service provided, depending 
on such factors as the availability of re- 
sources furnished by other agencies, the 
supply of personnel and facilities, and, 
most important of all, the financial re- 
sources of the state. In some, compre- 
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hensive services are provided with rela- 
tively few restrictions; in others, gen- 
erally the poorer states, the limitations 
on service are extreme. 

The types of limitation vary. In 
West Virginia, care is specifically pro- 
vided only in cases of acute or emer- 
gency illness and is limited largely to 
physicians’ services, drugs, and hos- 
pitalization. Restrictions on chronic 
care are frequently made by the states; 
these may include maximum limits on 
the number of physician’s visits, or re- 
view of cases requiring hospital care for 
periods longer than set maximums. 
Prior authorization is usually required 
in the case of dental services, while 
some states and localities require similar 
authorization for hospitalization or other 
types of care. A common regulation is 
the limitation of drugs to United States 
Pharmacopoeia and National Formulary 
listings. 

Sometimes the theoretical scope of 
services is wide, but serious restrictions 
are imposed in practice because of lack 
of funds. In North Carolina, for ex- 
ample, ` 

Staté’ policy would permit a wide range 
of services to recipients of the special types 
of public assistance and other persons in 
need, All the counties indicate that they 
may, when necessary, include the cost of 
physicians’ services, drugs, dental care, 
nursing home care, and prosthetic appli- 
ances in the assistance plan and may pay 
hospitals directly. ... Actually the medi- 
cal care provided is very limited in scope, 
amounting for the most part only to provi- 
sion for drugs and physicians’ services to a 
small number of cases . . . “public assist- 
ance grants in North Carolina are so low 
that they do not adequately take care of 
the food, shelter, and clothing needs of the 
recipients, and therefore any medical care 
other than a minimum amount for basic 
drug supplies must be authorized from local 
funds without state and Federal participa- 
tion.” As the statistical data show, how- 
ever, few cases received such supplementa- 
tion for medical care from local funds. 


Somewhat similar situations were noted 
in Maine, South Carolina, and Texas. 


PRESENT STATUS OF CARE 


The present status of medical care for 
the needy and medically needy leaves 
much to be desired. Programs for pub- 
lic assistance recipients vary consider- 
ably in the adequacy of service and the 
quality and continuity of care. ‘Most 
of the programs are handicapped by the 
lack of professional supervision of serv- 
ices. Even more important is the 
chronic insufficiency of funds which re- 
sults in grossly inadequate medical care 
in many areas, and in widespread pay- 
ment at less than prevailing rates, with 
adverse effects on the quality of care. 
The oft-repeated statement that “only 
the very poor and the very rich get good 
medical care” displays an incredible 
ignorance of the real situation. 

The position of the medically needy 
is even less favorable than that of the 
needy. Although they represent a po- 
tentially much larger group than the 
recipients of public assistance, organ- - 
ized measures to cope with their prob- 
lems are far less developed. In large 
cities, medically needy persons can avail 
themselves of the ward and clinic serv- 
ices of public and voluntary hospitals 
and of the programs of health depart- 
ments and other agencies. In teaching 
hospitals, with all the advantages of 
teamwork medicine, professional super- 
vision of care, and easy availability 
of specialist, laboratory, and auxiliary 
services, the care provided is usually of 
high quality. Yet even here, the situa- 
tion is not always satisfactory, for too 
often. the overcrowding of clinic and 
other facilities may result in inadequate 
service, while insufficient emphasis may 
be placed on treating the patient as a 
person or providing continuity of care. 
These defects are intensified in the 
ward and clinic services provided by 
the great bulk of public and voluntary 
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hospitals which do not operate under 
the stimulus of teaching responsibilities. 

Outside large urban centers, facilities 
for care of the medically needy are rela- 
tively meager. Outpatient clinics and 
public hospitals are rare in rural areas 
and small urban communities. County 
physicians may provide a certain amount 
of service in some areas, public assist- 
ance agencies may help “medical care 
only” cases in others, and health depart- 
ment services may be available for the 
care of specific diseases or defects. On 
the whole, however, the organized serv- 
ices are inadequate, and the patient 
must rely on the good intentions and 
free services of physicians and volun- 
tary hospitals for necessary care. 


In both urban and rural areas, the- 


fact that the medically needy must ap- 
ply for aid and undergo “means test” 
investigations constitutes a serious bar- 
rier,to adequate service. Many, persons 
will delay seeking needed care or do 
without it altogether because they do 
not wish to accept charity or submit to 
the embarrassment of financial investi- 
gations. 


LACK OF CO-ORDINATION 


One of the major weaknesses of cur- 
rent provisions for medical care of both 
the needy and the medically needy re- 
lates to the wide variety of unco-ordi- 
nated programs operated by different 
agencies. As Dr. Gertrude Sturges 
pointed out years ago, “Such a scat- 
tering of administrative responsibility 
tends to result in confusion, inefficiency, 
and waste; duplication, or more fre- 
quently, gaps in service; delay in the 
patient’s securing necessary care; and 
lack of continuity of the patient’s 
care.” 3 


3 Gertrude Sturges, “Public Medical Service 
as it is Today at State and Local Levels,” 
Social Service Review, Vol. 14 (Sept. 1940), 
p. 502. ° E 


A recent study of medical care for the 
needy and medically needy in New Ha- 
ven, for example, indicates that service 
is available from a wide variety of pub- 
lic and private resources, including the 
city welfare and health departments, the 
County Commissioners, the State Divi- 
sion of Public Assistance, the State Di- 
vision of Child Welfare, state tubercu- 
losis sanatoria and mental hospitals, the 
State Department of Health, the State 


. Department of Education, voluntary 


hospitals, private physicians and den- 
tists, the Dental Clinic Society, the local 
chapter of the National Foundation for 
Infantile Paralysis, the New Haven Vis- 
iting Nurse Association, and a number 
of other agencies. The authors conclude 
that “the variety of programs should 
not lead to the rosy conclusion that all 
the medical needs of all low income or 
indigent persons are being met ade- 
quately. Thisis far from the case... .” 4 


SUGGESTED IMPROVEMENTS 


It has become increasingly recognized 
that improvement of current provisions 
for medical care of the needy requires 
effective action along the following lines: 
(1) increased state and local funds, with 
Federal matching of medical care costs 
above the regular maximums and exten- 
sion of Federal aid to include recipients 
of general assistance; (2) more ade- 
quate professional supervision of serv- 
ices; this may be achieved by the ap- 
pointment of full-time medical directors, 
the utilization of departments of health 
to administer medical care for the needy, 
or the assignment of health department 
personnel to welfare departments with 
establishment of suitable co-ordinating 
committees; (3) greater emphasis on or- 
ganization of services to improve the 


4 Milton I. Roemer and Dorothy R. Granoff, 
“Medical Services for Needy Persons in New 
Haven,” Health, New Haven Department of 
Health, Vol. 76 (April 1950), pp. 2 ff. 
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quality and the continuity of care; (4) 
more extensive use of general advisory 
committees, -with adequate representa- 
tion of public and professional interests; 
and (5) greater co-ordination of services 
provided by various public and private 
agencies. 


An important step has been taken 


through the Social Security Act Amend- 
ments of 1950 which permit Federal 
matching for vendor payments and as- 
sistance to needy persons in public medi- 
cal institutions. Unfortunately, Con- 
gress did not see fit to adopt the recom- 
mendation by the Senate Advisory 
Council on Social Security which would 
have permitted Federal matching of 
medical care costs above the regular 
maximums. Had this recommendation 
been adopted, the financial base for 
medical care of the needy would have 
been greatly strengthened. Neverthe- 
less, since a large proportion of assist- 
ance recipients -receive less than the 
maximums, the new provisions make it 
possible for the states to receive substan- 
tial Federal aid for medical care. In 
addition, state and Jocal funds freed by 
other amendments liberalizing Federal 
aid for public assistance may now be 
available to increase the amount and 
improve the quality of medical services. 


HEALTH DEPARTMENT PROGRAMS - 


Of equal importance is the opportu- 
nity for welfare departments to develop 
some new approaches to effective organi- 
zation. There is currently a great deal 
of interest in the possibility of more ex- 
tensive utilization of state and local 
health departments in the administra- 
tion of medical care for the needy. This 
has already occurred in Maryland, 
where state and local health depart- 
ments administer medical care for pub- 
lic assistance recipients and the medi- 
cally needy.’ Health departments. in 


5 Howard M. Kline, Milton Terris, ed al, 
The Maryland Medical Care Program, New 


some forty other localities, including 
such centers as Louisville, San Fran- 
cisco, Denver, Richmond, Philadelphia, 
Detroit, and Washington, D. C., have 
assumed major responsibilities for gen- 
eral medical services for the needy and 
the medically needy. - 

The use of health departments makes 
it possible to achieve a much greater co- 
ordination of health service programs, 
particularly of preventive and curative 
services, and to obtain continuing pro- 
fessional supervision in the interest of a 
high quality of care. Perhaps the most 
significant example is the program ad- 
ministered by the Baltimore City Health 
Department for persons receiving pub- 
lic assistance. The basic centers of this 
program are the medical care clinics or- 
ganized in six voluntary and teaching 
hospitals; these provide every eligible 
person with a thorough initial physical 
examination and laboratory work-up, 
and report the results to the patient’s 
family physician who provides home and 
office care. The general practitioner is 
encouraged to refer the patient to the 
medical care clinic when difficult prob- 
lems arise on which consultation by spe- 
cialists is required. The clinic, in turn, 
can refer patients requiring further 
study to the specialized outpatient 
clinics of the hospital with which it is 
associated. An interesting aspect of 
this program is the capitation method 
of payment, whereby the medical care 
clinics and participating family physi- 
cians are paid a specified sum annually 
for each person assigned, rather than 


, fee-for-service. 


It is evident that the Baltimore pro- 
gram is having a salutary effect in rais- 
ing standards of care. It provides the 
general practitioner with easily available 
and competent consultation service, and 
serves as a very desirable contact with 
the best clinical practice. The detailed 


York: American Public Health Association, 
1948: 
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reports which the family doctor receives 
from the clinic are in themselves a valu- 
able educational tool. In addition, the 
medical care clinic provides greater con- 
tinuity of care for the individual patient 
than is possible in the ordinary hospital 
outpatient department. 

The Baltimore program has been de- 
signed to serve an important preventive 
function. The initial examination of all 
eligible persons, regardless of their state 
of health, includes a thorough history 
and physical examination, chest X-ray, 
and laboratory tests. This examination 
clearly provides an excellent means for 
case finding—for detection of subclinical 
tuberculosis, syphilis, blood dyscrasias, 
diabetes, nephritis, heart disease, can- 
cer, and other diseases in which early 
diagnosis and prompt treatment can 
_ have important effects in eliminating 


disease processes or at least halting their 


progress and preventing disability. 
Another example of effective organi- 
zation to improve the quality of service 
is the program in Richmond, Virginia, 
where home calls for needy and medi- 
cally needy persons were made for many 
years by part-time district physicians on 
a one-visit basis. Laboratory services 
were not available to these physicians, 
and there was no continuity of care for 
the patient. In 1949 the health officer 
succeeded in replacing the district physi- 
cians with a general practice clinic or- 
ganized at the Medical College of Vir- 
ginia Hospital. The clinic is staffed by 


full-time fellows in general practice, sup- ` 


ervised by a board member in internal 
medicine. Every effort is made to se- 
cure continuity of service for the pa- 
tient, with the same physician seeing 
him in the home and at the clinic and 
following his progress in the hospital. 
` Complete laboratory and X-ray services 
are available as well as consultation 
through the specialized clinics at the 
Medical College of Virginia Hospital. 


PREPAYMENT PLANS 


In recent years public welfare officials 
have expressed a good deal of interest 
in the use of prepayment plans for medi- 
cal care. In the state of Washington, 
physicians’ services are provided through 
payment by the local assistance agency 
of $2.50 per month to the medical-so- 
ciety-sponsored county medical service 
bureau for each person receiving assist- 
ance. In Kansas 30 of the 105 counties 
operate under medical insurance plans; 
in 1946 the range in cost was from $1,75 


per case per month in one county in- 


cluding only physicians’ services under 
prepayment, to $4.25 in another county 
where physicians’ services of all types, 
drugs, hospitalization, and laboratory 
fees were included. Such plans sim- 
plify the administrative process for the 
public agency; on the other hand, un- 
less adequate safeguards are taken, they 
tend to violate the important principle 
adopted by the American Public Welfare 
Association that “public funds should 


„be administered by public agencies.” 


` THE BROADER FRAMEWORK 


There is a growing conviction that the 
problems of medical care for the needy 
and medically needy cannot be solved 
in isolation from the general problem of 
medical care for the whole population. 
Thus, although the shortages of health 
personnel and facilities in rural areas 
are most serious for public assistance re- 
cipients and the medically needy, their 


- effects are universally felt by farm peo- 


ple. Similarly, the nation-wide dearth 
of facilities for chronic disease and re- 
habilitation is a problem not only for 
the needy but for almost all sections of 
the population. 

The general dissatisfaction with cur- 
rent methods of providing medical care 
has resulted in the introduction of a 
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number of measures which would attack 
the problems of medical care for the 
needy and medically needy within a 
broader framework. In addition to the 
measures designed to meet shortages of 
personnel and facilities, some proposals 
‘would subsidize voluntary prepayment 
plans to enable them to serve public as- 
sistance recipients and the medically 
needy; these involve an extension of the 
- philosophy of public assistance, with 
eligibility necessarily determined by a 


means test. Others would establish na- 
tional health insurance as a major as- 
pect of the social security program, with 
eligibility earned through prepayments 
and with provision for inclusion of pub- 
lic assistance. recipients through pay- 
ment of premiums by official agencies. 
There is little doubt that the future de- 
velopment of medical care for the needy 
and medically needy will be largely de- 
termined by the action taken on these 
major legislative proposals. 


Milton Terris, M.D., M.P.H., Bethesda, Maryland, is staf director of the Subcommii- 
tee on Medical Care, American Public Health Association. He has served as Assistant 
District Health Oficer in the New York State Health Department, instructor in public 
health and preventive medicine at the University of Buffalo, secretary of the Joint Com- 
_ mittee on Chronic Disease, and staf associate of the Commission on Chronic Illness. He 
is co-author of The Marylatid Medical Care Program (1948), General Medical Care Pro- 
grams Administered by Local Health Departments (in press), and various articles in the 


field of medical care administration. 


Medical Care for Members of the Armed Services 


By Ricsard L. MEILING 


ITH the invasion of South Korea 

on June 25, 1950 and the deci- 
sion of the United Nations to go to the 
support of the Republic of Korea, the 
United States was confronted with the 
demands of an “armed conflict for the 
third time in thirty-five years. The re- 
sulting expansion of the military forces 
has presented one of the most complex 
problems in medical care which the Na- 
tion, the armed forces, and the medical 
and related professions have ever en- 
countered. 

World War II taught us that a pro- 
longed war cannot be successfully sup- 
ported medically unless the health re- 
quirements of the entire population are 
considered and provided for. If there 
was doubt of that in the mind of any- 
one, the devastating bombardment of 
English, European, and Japanese cities 
ended the discussion. 

With this in mind, we can view the 
military medical services in their proper 
perspective—as one vital part of the 
‘total national medical defense effort. 

To understand the health services of 
the armed forces requires first a clear 
insight into their nature and mission. 
The basic reason for the existence of the 
military medical services is to provide 
support for the men who fight. Other 
- activities, in peace and in war, fre- 
quently compete for time, talent, and 
funds; but anything that deflects the 
medical services from this supporting 
mission is a liability against the mili- 
. tary strength of the Nation. 


MILITARY Prysician’s TASK 


This support entails many responsi- 
bilities for the military physician which 
are not encountered in civilian practice. 
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An essential part of the military medi- 
cal job is preventive in nature, to keep . 
soldiers, sailors, airmen, and marines 
from getting sick or injured. In civilian 
practice, the physician has, at best, but 
limited control over the living condi- 
tions and habits of his patients and the 
other members of the community who 
are potential patients. In the armed 
forces, the medical officer has both re- 
sponsibility for and control over the 
health aspects of the environment and 
day-to-day working pattern of these 
men and women. ‘This is as it should 
be, for in the process of building and 
using an effective fighting force, we can- 


not afford the loss of a single day from 


duty when better health conditions and 
care can prevent it. Therefore the mili- 
tary physician is confronted with an im- 
mense task in preventive medicine, with 
success or failure weighing heavily on 
the whole manpower effort. 

The problem is not confined to sani- 
tation and similar health control meas- 
ures. It reaches out to every health 
phase of the environment in which the 
military forces must live and fight in all 
parts of the world, and to the demands 
which modern weapons of war make 
upon the human body and mind. It ° 
requires the adaptation of. the sub- 
mariner to new types of undersea craft 
which remain submerged for days. It 
means finding the physiological answers 
to the airman’s life at supersonic speed 
and extreme altitudes—not just for 
hours but for days on end. It includes 
the whole range of problems which pre- 
sent themselves ‘in arctic living, tropical 
diseases, and the nervous tensions asso- 
ciated with mechanized and electronic 
devices. 
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In many other respects, military medi- 
cine differs significantly from private 
practice. The patient ordinarily comes 
to the civilian practitioner; the military 
physician not only serves with the 
troops but must arrange- for the whole 
system of transportation and evacuation 
by which the patient is brought to the 
place of treatment. It is his respon- 
sibility to see that adequate medical 
supplies and equipment are on hand 
wherever and whenever needed. To fit 
medical plans into the vast machinery 
of the total military operation, he must 
sit with the military commander as a 
staff officer and expert in the logistics of 
medical support. 

These, then, are some of the demands 
which military requirements make upon 
the physician in uniform. They must be 
met, and competently, before the prac- 
tice of diagnostic and curative medicine 
can begin. Yet this, too, must equal 
the best that civilian medicine has pre- 
sented, and in many fields it must lead 
the way. 


INTEGRATION OF MEDICAL SERVICES 


With the passage of the National Se- 
curity Act of 1947 and its later amend- 
ments, the unification program of the 
armed forces brought the medical serv- 
ices under scrutiny with a view to co- 
ordinating their activities. In February 
1949 the Joint Chiefs of Staff proposed 
to the Secretary of Defense that a study 
be made to determine the feasibility of 
combining the medical services of the 
armed forces into a single medical serv- 
ice which would serve all the military 
forces. At the request of the Secretary 
of Defense, the Armed Forces Medical 
Advisory Committee, a group of na- 
tionally known civilian physicians and 
dentists and the Surgeon General of the 
Army, the Surgeon General of the Navy, 
and the Air Surgeon, under the chair- 
manship of Mr. Charles P. Cooper, un- 
dertook this study. It was understood 


. lapping and duplication. 


that the Committee was to consider any 
alternative arrangements which would 
assure a highly efficient medical service 
and fully effective support of the three 
military departments in their assigned 
tactical and strategic missions. 

After a thorough survey, the Com- 
mittee recommended against the estab- 
lishment of such a single medical serv- 
ice. It suggested, instead, that the ma- 
jor objectives of the proposal could be 
achieved by establishing in the Office of 
the Secretary of Defense an organization 
empowered to develop broad policies for 
the three medical services, to integrate 
their work, and to eliminate any over- 
As a result, 
a Medical Services Division was estab- 
lished in the Office of the Secretary of 
Defense in May 1949, and a Director of 
Medical Services was appointed. (The 
designation was changed to Office of 
Medical Services in August of that 
year.) 

The Director of Medical Services, re- 
sponsible directly to the Secretary of 
Defense, is charged with the establish- 
ment and control of general policies, 
standards, and programs for the three 
military medical services; general direc- 
tion, authority, and control over ad- 
ministration of medical services person- 
nel and facilities; correction of de- 
ficiencies in the medical and health 
services both in this country and over- 
seas; and co-ordination of medical and 
health policies and programs with other 
governmental and nongovernmental 
agencies. 

With this organizational arrangement, 
it has been possible within the year and 
a half since the Office of Medical Serv- 
ices was activated to make significant 
progress toward the two major goals— 
the channeling of more military medical 
resources into direct support of com- 
batant forces in the field, and the devel- 
opment of uniform or joint methods 
of operation through which the armed 
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forces can secure the highest quality 
and quantity of service from their medi- 
cal and health organizations. 

The Surgeons General of the Army, 
Navy, and Air. Force continue to direct 
the operation of, their respective serv- 
ices under the broad policies developed 
by the Department of Defense. They 
perform the same functions in the struc- 
. ture of their departments as before, and 
are responsible for the health of their 
personnel. The relationships of the Di- 
rector of Medical Services and the Sur- 
geons General, and of the three military 
departments within the Department of 
Defense, are indicated on the accom- 
panying chart. The Director of Medi- 
cal Services organized a Military Medi- 
cal Advisory Council, composed of the 
three Surgeons General and the senior 
staff members of the Office of Medical 
Services. With the onset of the hostili- 
ties in Korea, the Chief Medical Direc- 
tor, Veterans Administration, and the 
Surgeon General, United States Public 
Health Service, were invited to join this 
Council. As a result, representatives of 


OFFICE OF MEDICAL SERVICES 
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the Federal agencies responsible for 
medical aspects of national defense in 
its many ramifications have an oppor- 
tunity to discuss mutual problems each 
week and to co-ordinate their plans. 

As an adjunct to this advisory group, 
the chiefs of the dental, veterinary, 
nursing, and allied corps are available 
for consultation. 

The staff of the Director of Medical 
Services consists of a small group of 
military and civilian experts. Much of 
the work is accomplished through task 
groups composed of skilled medical and 
allied officers from the Army, Navy and 
Air Force, with a staff officer of the 
Office of Medical Services as monitor. 
By this means, the best professional 
talent of the three departments is 
brought to bear on the problem, and 
consideration is given to the operating 
difficulties actually encountered by each. 

An important and basic principle in’ 
the present military medical programs is 
the joint use of all military hospitals by 
the three services. Regardless of the 
uniform he wears, a serviceman may 
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be admitted to the nearest hospital 
equipped and staffed to care for him, 
whether it be operated by the Army, 
the Navy, or the Air Force. To the 
serviceman or servicewoman, this means 
better service, closer at hand, and the 
elimination of unnecessary traveling to 
secure treatment. It-means, too, that 
the medical treatment facilities of the 
armed forces can be used to the maxi- 
mum, without wastage of idle beds and 
medical personnel in one location while 
facilities at a nearby hospital are full to 
capacity. 


ATR EVACUATION oF MILITARY 
PATIENTS 


Accounts of the fighting in Korea 
have given considerable attention to 
another phase of the medical support 
which has: been emphasized by the 
Office of Medical Services since its in- 
ception and which underlines the co- 
operation which is necessary to make a 
broad military medical program work. 
Air evacuation of military patients has 
made it possible for men seriously 
wounded in Korea tọ be flown out of 
the combat area quickly to hospitals in 
Japan and, when their condition war- 
ranted, to be removed promptly to con- 
tinental United States—an accomplish- 
ment which ranks high in the life-saving 
history of the medical profession. Yet 
it is not exclusively a medical victory, 
for large-scale air evacuation became a 
reality only when many individuals in 
‘many parts of the military forces teamed 
up and pooled their resources. 
` After the Department of Defense had 
made a lengthy study and review of the 
experience in air, evacuation prior to 
and during World War II, the Secretary 
of Defense directed in September 1949 
that air evacuation be used as the stand- 
ard method for moving patients of the 
armed forces. As a result, the complex 
machinery required to make this sys- 
tem work was in successful operation, 


both at home and overseas, when Korea 
was invaded; adapting it to the Korean 
military operation was not difficult. 
The Military Air Transport Service, the 
Air Force, Navy, and Marines fly the 
planes. Flight surgeons, flight nurses, 
and flight technicians from Air Force 
and Navy care for the patients. Hos- 
pitals of the Army, the Navy, and the 
Air Force are used jointly—overseas, on 
the routes of return, and in this country. 

As a life-saving measure and a com- 
fortable and rapid means of accomplish- 
ing a long trip, the advantages of air 
evacuation are obvious. It should be 
borne in mind, too, that it is economical 
and logistically sound. The competition 
for space aboard planes outbound from 
the United States under conditions of 
war is great; but returning aircraft fre- 
quently carry little or no pay load. 
Therefore the cost of using these re- 
turning planes is actually quite small. 
The savings on medical personnel are 
remarkable. A study of air evacuation, 
completed for the Joint Chiefs of Staff, 
revealed that about 21 times more medi- 
cal personnel are required for evacua- 
tion by surface vessel than by air. In 


-a typical illustration, a hospital ship 


moving 300 patients over a distance of 
10,000 nautical miles requires a staff of 
126 medical personnel, including eight 
doctors, for the round trip. The same 
300 patients, transported the same dis- 
tance by air, require only three medical 
personnel, with no doctor needed. This 
means 282 man-days by air, in contrast 
to the 5,670 man-days required by hos- 
pital ship. 


PROCUREMENT OF MepicaL SUPPLIES 


Another interesting example of joint 
medical activity is the Armed Services 
Medical Procurement Agency, which 
operates as a single business unit to 
buy the medical and related equipment 
and supplies used by Army, Navy, and 
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Air Force and for foreign military aid 
requirements, 

This organization, which had its in- 
ception shortly after the end of World 
War II, is today an outstanding ex- 
ample of interservice co-operation and 
efficiency. Each of the three services 
prepares its requirement for an item, 
based on the demands of its particular 
mission and plans. This requirement 
then is checked with stocks available in 
the other two services to’ see if supplies 
on hand and in excess can be used. If 
not, the requirement is combined with 
similar requirements of the other two 
services and the purchase is made for 
all three on a single negotiation. The 
three departments use one joint Armed 
Services Catalogue of Medical Material, 
with the nomenclature and specifications 
standardized for ‘thousands of items- 

In addition to the manifold benefits 
to the military medical services, the 
Armed Services Medical Procurement 
Agency also has been welcomed by the 
business firms who furnish the medical 
supplies for the armed forces, for it 
provides them with one organization, at 
one location, with whom they can con- 
duct business for all three of the mili- 
tary medical services, with uniform 
specifications and a single system of 
laboratory and field testing of products. 


MEDICAL MANPOWER 


With the expansion of the armed 
forces following the assault on South 
Korea, the need for careful scrutiny 
of military medical personnel require- 
ments and utilization increased. In es- 
sence, this scrutiny resolves itself into 
a sensible appraisal of military demands 
in relation to national needs and ca- 
pabilities. Every physician, dentist, and 
other specialist required to support the 
fighting men must be on hand where 
and when needed, with the best in 
equipment and facilities to do the job. 
At the same time, the numbers to be 


added to the uniformed forces from our 
civilian reservoirs of professional talent 
must be based on actual military need, 
and the personnel must be added at a 
rate commensurate with the build-up of 
the fighting forces they serve. 

By adhering to these simple funda- 
mentals, the needs of the armed forces 
can be fully met without crippling the 
civilian medical services on which our 
production arsenal depends. A realistic 
evaluation of military needs must con- 
sider, too, the plans and requirements 
of other governmental and nongovern- 
mental agencies which bear a share of 
the burden when this Nation is con- 
fronted with an armed conflict. The 
National Security Resources Board, as 
the Federal agency responsible for plan- 
ning and advising on total manpower 
and other resources, has assumed lead- 
ership in resolving questions of alloca- 
tions and priorities. It provides a clear- 
ing house in which national medical 
needs, military and civilian, may be as- 
sessed for mobilization planning, and 
through which military requirements 
may be considered alongside the coun- 
try’s other health needs. The Depart- 
ment of Defense, as a major user of 
medical manpower during this military 
expansion, must provide the National 
Security Resources Board with accurate, 
factual estimates which are within the 
ability of the Nation to fulfill. On 
medical and health matters, the Direc- 
tor of Medical Services serves as liaison 
representative to the National Security 
Resources Board. 


SERVICES OF VETERANS ADMINISTRA- 
TION AND RED Cross 


The armed forces and the Veterans 
Administration must closely co-ordinate 
their medical activities to assure the 
best professional care and treatment for 
the soldier, the sailor, the marine, and 
the airman, who tomorrow will be veter- 
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ans, This co-ordination is.accomplished 
through the Director of Medical Serv- 
ices and the Chief Medical Director of 
the Veterans Administration, making 
available to the armed forces the spe- 
cialized medical treatment centers, in- 
cluding the rehabilitation and reso- 
cialization facilities, of the Veterans 
Administration. This close co-operation 
makes possible, too, the highly impor- 
tant element of continuity between the 
procedures started in military -hospitals 
and the completion of treatment in Vet- 
erans facilities. 

The many services which the Ameri- 
can National Red Cross renders to the 
Army, Navy, and Air Force in the 
health field are carefully co-ordinated 
` at the national level, with the Director 
of Medical Services serving as the 
liaison agent for the Department of De- 
fense. A recent result of this collabora- 
tion was the completion of the Depart- 
ment of Defense Blood Program and 
the subsequent arrangements with the 
Red Cross whereby the latter became 
the central co-ordinating organization 
for procuring and supplying whole 


blood to meet the requirements of the 
armed forces. Through this agreement, 
the Red Cross has furnished blood on a 
regular schedule for use in Korea. 

Since the normal use of whole blood, 
under the most ideal conditions, allows 
only twenty-one’ days from the time it _ 
is taken from the donor until it is used 
in transfusion, the entire operation 


. whereby whole blood is gathered in this 


country, flown nine thousand miles to 
Korea, and put to its life-saving work 
on the battleground within this time is 
a remarkable tribute to the co-operation 
of all the individuals and organizations 
involved. 

These and a wide range of related 
projects constitute a co-ordinated mili- 
tary medical program, aimed at the 
most effective use of the resources which 
the Nation has placed àt the disposal of 
the Military Establishment. The basic 
principle on which it is predicated is a 
total national medical effort in time of 
emergency. The yardstick is the con- 
tribution of the medical services to mili- 
tary effectiveness. The goal is a healthy 
nation at peace. , 


Richard L. Meiling, M.D., Washington, D. C., is Director of Medical Services in the 
Department of Defense. During World War II he held numerous positions with the armed 
forces, principally in the medical field, and had charge of planning for evacuation of mili- 
tary patients by airplane. He served as medical consultant to the. Committee on “Na- 
tional Security” of the Hoover Cominission in 1948, and subsequently as consultant to 
the Surgeons General of the Army and the Air Force; as an original member of the Armed 
Forces Medical Advisory Committee to the Secretary of Defense; and as an adviser on 
the United States Delegation to the Third Assembly of the World Health Organization at 


Geneva in 1950. 
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OLUNTARY medical care insur- 
ance is now big business. The 
moŝt recent survey estimated that at the 
end of 1949, 66 million persons, or about 
44 per cent of the total population in the 
United States, had insurance providing 
a varying degree of coverage against 
hospital expenses; that 41 million of 
them, or 27 per cent of the total popu- 
lation, were also to some extent pro- 
tected’ against surgical costs; and that 
almost 17 million, or 11 per cent, were 
insured against the cost of some non- 
surgical services. 
spent an estimated $421 million in pre- 
miums for hospital, medical, and sur- 
gical insurance sold by accident and 
health insurance companies, and $454 
million for insurance through nonprofit 
prepayment plans covering hospitaliza- 
tion or certain professional services or 
both. During that year, the nonprofit 
prepayment plans alone paid out $377 
million to beneficiaries and to hospitals, 
physicians, and others rendering service. 
‘As much as 75 to 80 per cent of this 
* Miss Klem and Margaret F. McKiever, 
who assisted in the preparation of the article, 
are members of the Division of Industrial Hy- 
giene, Public Health Service, Federal Security 
Agency, Washington, D. C. The opinions ex- 
pressed are those of the writer and do not 
necessarily represent the views of the Federal 
Security Agency. 

1 Survey Committee of the Health Insurance 
Council, A Survey of Accident and Health 
Coverage in the United States (New York: 
The Council, August 1950, p. 5). It is difficult 
to estimate the total number of persons having 
voluntary coverage because an undetermined 
number are eligible for benefits through more 
than one program. Certain duplications in 
coverage have been taken into account, but the 

_ exact extent of the duplication is not known. 


The above estimates may be considered as 
maximum, . 


In 1948 Americans: 
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amount was probably paid for hospital- 
ization, since Blue Cross benefits ac- 
counted for about 65-per cent of the 
total sum. The payments met by vol- 
untary insurance represented from 8.2 
to 8.8 per cent of all private expendi- 
tures for medical care in 1948,? which 
were estimated by the United States 
Department of Commerce to have been 
$7,412 million. 


CURRENT PROGRAMS 
Type and extent 


Enrollment in voluntary insurance 
plans is now fairly evenly divided be- 
tween prepayment programs operating 
on a nonprofit basis and insurance 
through group and individual policies 
issued by commercial insurance com- 
panies. In December 1949 the non- 
profit programs provided approximately 
54 per cent of the hospital, 43 per cent 
of the surgical, and 61 per cent of the 
medical coverage. 

Blue Cross hospital plans and medical 
care plans sponsored by state or local 
medical societies (Blue Shield plans) 
are the largest nonprofit prepayment 
programs, Both types of plans are now 
in operation in most states.2 They em- 
phasize group enrollment, but to some 


2 Social Security Administration, Division of 
Research and Statistics, “Voluntary Insurance 
Against Sickness: Estimates for 1948,” Social 
Security Bulletin, Vol. 13 (Jan.-Feb. 1950), 
pp. 17-19; U. S. Department of Commerce, 
Survey of Current Business, Vol. 29 (July 
1949), p. 23. 

8 Blue Cross Commission, American Hospital 
Association, Blue Cross Guide, 109 pp., Chi- 
cago: The Commission, 1949; and Council on 
Medical Service, American Medical Associa- 
tion, Voluntary Prepayment Medical Care 
Plans, 118 pp., Chicago: The Association, 1949. 
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extent accept also persons enrolling indi- 
vidually. The Blue Cross and Blue 
Shield plans operating in the same area 
are often closely associated. In Decem- 
ber 1949 their combined enrollment was 
estimated at more than 34 million per- 
sons for hospitalization, 14.6 million for 
surgery, and 8.5 million for some amount 
of nonsurgical service, principally for 
hospitalized illnesses. 

Prepayment plans other than those 
sponsored by commercial insurance com- 
panies and the Blue ‘Cross and Blue 
Shield plans have a much smaller en- 
rollment but continue to exert influence, 
especially through their emphasis on 
comprehensiveness of service. In gen- 
eral, these other programs are-of long 
standing. Many were initiated to serve 
special groups, such as the employees of 
one industry; others were formed to 
serve the general population in the lo- 
cality in which the plan is operating. 
About four million people now have hos- 
pital, surgical, and medical protection 
through industrial plans, consumer-spon- 
sored plans, private group practice or- 
ganizations, and university health plans. 
During the last few years the develop- 
ment of new plans in these groups has 
been less rapid than that of Blue Cross 
and Blue Shield plans, but a growing 
number have been established.* The 
Health Insurance Plan of Greater New 
York, which offers comprehensive medi- 
cal care to employed groups and their 
dependents through group practice units, 
has attracted nation-wide attention. 

Group policies sold by insurance com- 
panies since the thirties have proved 
popular. By December 1949 insurance 
of this type covéred, to some degree, 
more than 15 million persons against 
hospital and surgical bills and 3 million 
against nonsurgical expenses. For many 
years individual policies of this type sold 


4Franz Goldmann, Voluntary Medical Care 
Insurance in the United States (New York: 
Columbia University Press, 1948), pp. 148-87. 
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not too well, because of their high pre- 
mium rate. The 1949 survey estimated 
that individual insurance through insur- 
ance companies and fraternal societies 
to some degree protected about 15 mil- 
lion people against hospital, over 9 mil- 


-lion against surgical, and over 2 million 


against medical bills. 


Benefits provided 


Blue Cross and Blue Shield plans, as 
well as commercial insurance companies, 
have placed their major emphasis on 
protection against catastrophic illnesses 
and on maternity care, and these are the 
programs which cover the majority of 
insured persons. 

Insurance companies provide cash 
benefits for hospital, surgical, and non- 
surgical expenses according to a sched- 
ule, and leave the patient free to choose 
both physician and hospital. Of the 
Blue Cross and Blue Shield plans, some 
provide services, others cash benefits, 
and many provide both in combination 
by arranging for certain services and 


making cash reimbursements for other 


types of expenses. Blue Shield plans 
often limit service benefits to persons 
below a specified income, and make 
cash payments on the basis of a sched- 
ule to other plan members. Persons en- 
rolled in Blue Cross and Blue Shield 
plans have a choice among physicians 
and hospitals. that have agreed to ac- 
cept plan members (and as a rule this 
means a choice of most physicians and 
hospitals in the locality), and to some 


extent are protected while away from 


their places of residence. f 

The majority of industrial, consumer- 
sponsored, and private group practice 
plans include certain preventive and di- 
agnostic services and encourage early 
care in the event of illness. Frequently 
they provide for comprehensive service 
at home, clinic, and hospital, and cover 
both medical and hospital services under — 
one prepayment arrangement. Some 
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also include dental and nursing services. 
Most of the plans provide service rather 
than cash benefits. Service is rendered 
by physicians and other professional 
personnel either employed by the organ- 
ization on a full-time or part-time basis 
or affiliated with the prepayment plan. 
Group practice is the prevailing method 
of organization. ; 


Collective bargaining agreements 


Health and welfare clauses included 
in collective bargaining agreements are 
now exerting considerable influence on 
voluntary health insurance. In the ma- 
jority of cases medical care is purchased 
from existing nonprofit plans—notably 
Blue Cross and Blue Shield plans—or 
from commercial insurance companies. 

The need of unions for uniform con- 
tracts in states. where union members 
are employed was a major feature in 
stimulating the Blue Cross Commission 
to form Health Service, Incorporated. 
Through this new agency—which held 
its first board-of-directors meeting early 
in 1950—differences in rates and services 
in the various states will be eliminated 
and the equivalent of a national contract 
will be provided. To meet union needs, 
changes in Blue Cross contracts are be- 
ing made. For example, the Michigan 
Hospital Service now provides compre- 
hensive hospital services to subscribers 
for a period of 120 days. Other plans 
may be expected to follow that example. 

To date, only a few unions have set 
up their own programs. Two outstand- 
ing examples of medical care programs 
established under collective bargaining 
agreements are the Labor Health Insti- 
tute in St. Louis and the Philadelphia 
Union Health Center. The latter was 
the first center of the International 
Ladies’ Garment Workers’ Union to be 
established únder collective bargaining. 


$U. S. Department of Labor, Bureau of 
Labor Statistics, Employee Benefit Plans Un- 
der Collective Bargaining, Bulletin 946 (Wash- 
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The earlier centers were maintained by 
the union through dues and assessments, 
but a change in policy was effected in 
1944. Following the establishment of 
the Philadelphia program, clauses pro- 
viding health and welfare funds became 
prime items in the collective bargaining 
negotiations of ILGWU locals. 


FUTURE DEVELOPMENT 


What predictions can be made regard- 
ing the future expansion of voluntary 
medical care insurance and the amount 
and type of protection it will provide? 
The answer involves a consideration of 
the programs themselves and of several 
factors which will or may influence them. 

Voluntary medical care insurance is 
at present paying only a small part of 
the total annual medical care bill of the 
people of the United States. There is 
need for meeting a greater portion of 
this bill on a prepayment basis. The 
voluntary programs will gain in impor- 
tance to the extent that they make avail- 
able more comprehensive services, at 
the same time encouraging high quality 
of medical care and providing services 
on an economically sound basis. 

Voluntary medical care insurance as 
a method of meeting the need for medi- 
cal care is under consideration by many 
individuals and groups, including pro- 
fessional groups which are closest to the 
voluntary plans. Most of the physi- 
cians and hospitals in the United States 
now have some contact with voluntary 


medical care insurance -programs and 


have observed their merits and weak- 


- nesses. They see the effect of new drugs 


and treatment methods on reducing the 
amount of care required by patients 
with acute conditions, and realize the 
need for expanding the care now avail- 
able to patients with prolonged illness, 
especially in view of the aging of the 
population, They are aware of the eco- 
ington: 
p. 7. 


Government Printing Office, 1948), 
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nomic problems involved and their chal- 
lenge to voluntary plans. 

` There are other types of professional 
personnel—particularly dentists and 
nurses—-whose professional organiza- 
tions have as yet had little or no direct 
association ‘with voluiitary medical care 
insurance, but who recognize the value 
of prepayment for health service. 

Although voluntary programs have 

reached a large proportion of the popu- 
lation, they have not enrolled many of 
the people needing protection most, espe- 
cially those living in rural areas or hav- 
ing low incomes. Membership require- 
ments, such as group enrollment, age re- 
strictions, and health requirements, also 
bar many people from participation. 
The coverage of several groups formerly 
difficult to acheive is now a possibility 
as the result of recent national legisla- 
tion, and proposed legislation may assist 
the voluntary programs in extending 
their services to other groups. 


Nursing in prepayment programs 


With the exception of general duty 
nursing in the hospitals, little nursing 
service is now available to members of 
Blue Cross, Blue Shield, and commercial 
insurance company plans. A number of 
the other programs do include nursing 
on a more comprehensive basis. Some 
of these plans provide for special duty 
nursing in hospitals, others for visiting 
nurse service in the home, and a small 
number for both. 

There are several indications that 
nursing service in voluntary programs 
will be expanded in the near future. 
The platform for the American Nurses 
Association for 1950-52 adopted by the 
House of Delegates included a recom- 
mendation that nursing in prepaid 
health and medical care plans be pro- 
moted. In response to a request for co- 
operation, which was included in the 
recent ANA resolution, the American 
Medical Association at its 1950 conven- 
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tion directed its Council on Medical 
Service to study the feasibility of includ- 
ing the payment for nursing service in 
voluntary plans. 

A recent publication by the Commit- 
tee of the American Nurses Association 
and the National Organization for Pub- 
lic Health Nursing on Nursing in Medi- 
cal Care Plans includes the following 
comment: 


Individual nurses, nurses’ professional 
associations, nursing service agencies, and 
community nursing councils all have a re- 
sponsibility for supplying adequate nursing 
to the public, and are therefore concerned 
to see that some feasible way is found to 
include nursing care in medical care plans. 
With an era of expansion of these plans 
ahead, it becomes increasingly important 
for nursing groups to secure co-operation of 
the medical and allied professional groups 
and to arouse consumer demand for nursing 
service within the plans... .6 


Blue Cross plans may find it advan- 
tageous to both the patient and the plan 
to add visiting nurse service to their 
benefits, since some patients could re- 
turn home at an earlier date if this serv- 
ice were provided. The family and the 
patient would profit from their contact 
with the nurse, the nurse’s report would 
keep the physician in touch with the pa- 
tient’s condition, and the hospital’s bed 
would become available at an earlier 
date. 7 

On June 30, 1950, Leroy A. Lincoln, 
president of the Metropolitan Life In- 
surance Company, issued a statement to 
local affiliated nursing organizations, in- 
dicating that visiting nurse service, ren- 
dered Metropolitan policyholders will 
be terminated not later than January 1, 
1953. This offers a challenge to volun- 


8 Committee of the American Nurses Associ- 
ation and the National Organization for Public 
Health Nursing on Nursing in Medical Care 
Plans, Guide for the Inclusion of Nursing Serv- 
ice in Medical Care Plans (The Committee, 
1950), p. 5. 3 
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tary medical care insurance programs to 
inaugurate visiting nurse service and 
make it available to Metropolitan fami- 
lies who are plan members, as well as to 
others who are interested in this type 
of service. 


Dental care 


Dental services have been provided 
for many years by a few prepayment 
plans. In 1945 a survey of prepayment 
medical care organizations showed that 
about 25 plans regularly employed den- 
tists, an additional 66 organizations fur- 
nished dental care through an unknown 
number of local dentists in private prac- 
tice, and 150 dentists were associated 
with the plans on a full-time or a part- 
time basis. Most of the plans providing 
these dental services were associated 
with industry. Since that time a few 
new plans have been developed. 

In 1949 the Council on Dental Health 


of the American Dental Association ' 


adopted an official policy statement that 
“a dental health program for the com- 
munity, state and nation be studied” 
and recommended that experimental pre- 
payment plans for dental service should 
be inaugurated by dental societies. 

A recent development in prepayment 
for dental care is the establishment of 
Group Health Dental Insurance, Inc., in 
two boroughs in New York City—Man- 
hattan and the Bronx. Services limited 
to 25,000 subscribers will be initiated 
about January 1, 1951 for a test period 
of two years. 

One of the most complete of the 
newer dental plans is that at Group 
Health Association, Washington, D. C., 
where-at present four full-time and four 
part-time dentists are employed, provid- 
ing services to 2,377 members of the 
association who have joined the dental 
plan. A prepayment fee of $10 per year 
per adult and $5 per child entitles the 
member to annual full-mouth X-rays, 
semiannual examination, and prophy- 
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laxis. Any other services are paid for 
on a cost basis. 


Relations with industrial plans 


Many of the early prepayment plans 
in the United States were developed for 
employees of certain hazardous indus- 
tries, chiefly lumbering, mining, and 
railroading, in areas remote from medi- 
cal facilities. In 1945, approximately 
50 per cent of the plans then operating 
were of industrial origin.” Most of these 
plans are still operating, and new plans 
of this type have been established. In 
addition, the number of workers having 
protection through voluntary programs 
not directly associated with industry— 
principally Blue Cross and Blue Shield 
plans and commercial group insurance 
contracts—is constantly increasing. 

Industrial plans providing service 


. often combine care for occupational and 


nonoccupational illnesses in one pro- 
gram. The increasing tendency of in- 
dustries to use outside prepayment plans 
instead of developing their own pro- 
grams has resulted in a need for closer 
co-operation between prepayment pro- 
grams and in-plant medical programs. 
An interesting development in this di- 
rection is the service now being provided 
by Group Health Insurance, Inc., in New 
York City, to industries whose workers 
are enrolled with them for prepaid serv- 
ices. This organization has set up.a 
committee composed of outstanding ex- 
perts in the industrial hygiene field, who 
have agreed to consult with employers 
and subscribers as to the type of health 
program best suited for their needs, and, 
when desired, to take responsibility for 
supervision and direction of an employee 
health service program. 

The passage of temporary disability 


7 Margaret C. Klem, Prepayment Medical 
Care Organizations, Social Security Adminis- 
tration, Bureau of Research and Statistics 
Memorandum No. 55 (Washington: Govern- 
ment Printing Office, 1945), pp. 1-3. 
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laws in four states, and the possibility of 
additional laws of this type,® may be an- 
other stimulus to closer relationship be- 
tween industry and voluntary medical 
care insurance plans. In general, pro- 
grams of temporary disability insurance 
pay workers who are disabled by illness 
certain amounts of money for a specified 
period of time. Such legislation may in- 
duce employers to assist in providing 
comprehensive medical care insurance 
for their employees, because availability 
of adequate care will further the recov- 
ery of disabled workers. 


Effect of Social Security amendments 
Some public assistance administrators 


have indicated that they would like 


to provide medical .and hospital care 
through voluntary prepayment medical 
care organizations. Under the’ old law 
the Féderal Government did not partici- 
pate in payments made for medical care 
unless payment was made directly to 
the assistance recipient; but the 1950 
amendment to the Social Security Act 
(Public Law 734) makes this possible. 
Public welfare agencies will need fur- 
ther to develop working relations with 
the medical profession, hospitals, public 
health officials, and other groups to im- 
prove the quality and the quantity of 
medical care for the five million persons 
receiving assistance under -the Social 
Security Act. : 
The amendments make possible Fed- 
eral matching of sums paid to persons 
or organizations rendering the medical 
services, but limit matching to specified 
maximum payments per month for 
medical payments plus cash assistance 
per individual ($50 for the aged, the 
blind, and the permanently and totally 


8 States with programs: Rhode Island, Cali- 
fornia, New Jersey, and New York. In Wash- 
ington such a law was rejected in a referendum 
vote in November 1950. Disability insurance 
bills have been introduced or committees ap- 
pointed to study the problem in twenty states. 
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disabled, $27 for the eligible adult care- 
taker, $27 for the first child, and $18 for 
each additional child in aid-to-depend- 
ent-children families). Federal match- 
ing does not apply to sums in excess of 
these figures. , 

Under the new provisions, some pub- 
lic assistance agencies are planning to 
set aside each month a specified amount 
per recipient, and from this sum the 
agency will pay the medical expenses of 
those recipients who receive medical 
care. Where such medical expense funds 
are set up by agencies, one method of 
making payments to those rendering 
service could be through using prepay- 
ment medical care organizations. 

Some states have already been meet- 
ing all or part of the medical care needs’ 
of recipients of public assistance through 
direct payments to “vendors.” It is esti- 
mated that public assistance agencies 
are spending as much as $125 million 
per year for medical care, about two- 
thirds of the total being payments made 
direct to persons or organizations pro- 
viding service. 


Pending Federal legislation 


Bills of particular interest to persons 
concerned with voluntary medical care 
insurance were introduced in the Eighty- 
first Congress. Bill S. 1679 would make 
available physicians’ care in office, 
home, and hospital, and hospitalization, 
to about 85 per cent of the population, 
on the principle of compulsory contri- 
butions based on income. State agencies 
would be permitted to utilize voluntary 
insurance plans in providing personal 
health services. Another bill, S. 2940, 
would establish a federalized system of 
health insurance which would be offered 
to families with incomes under $5,000 a 
year, with premium payments supple- 
mented by funds frora the general reve- 
nue. This bill would also authorize spe- 
cial aid for rural areas and farmers’ ex- 
perimental health co-operatives. 
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Four bills, based on the voluntary 
principle and -proposing Federal sub- 
sidies from general tax revenues, were: 
S. 1456 which would require, and S. 1581 
which would permit, the use of volun- 
tary prepayment organizations inpro- 


viding services to the neediest. portions - 


of the population; S. 1970, which would 
subsidize voluntary plans to make their 
services more generally available at 
charges based on the income of subscrib- 
ers; and §. 1805, which would assist co- 
operatives and other nonprofit medical 
and hospital care plans (which so far as 
practicable provide for group practice 
and comprehensive medical care includ- 
ing preventive services) in the acquisi- 
tion, construction, and equipment of 
needed facilities. Each bill would make 
Federal funds available to pay part of 
the costs incurred. 

_ Three bills (H. R. 7418, H. R. 6819, 
and H. R. 2442) would allow income tax 
deductions for medical expenses or pre- 
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miums paid for health insurance, and 
another bill (H. R. 8746) would set up 
a Federal health reinsurance arrange- 
ment, which would protect the member 
voluntary health insurance plans agains 
bills above $1,000. _- 
Factors in expansion ~ 

The place of voluntary medical care 
insurance programs in the future will 
depend in large measure upon their suc- 
cess in providing more extensive cover- 
age and more comprehensive benefits, 
especially for patients with prolonged 
illness. Both problems will require close 
co-operation among the programs them- 
selves, as well as successful contacts 
with the various groups to be served, 
with professional organizations capable 
of providing needed services, and with 
agencies charged with the responsibility 
of administering national and state 
funds allocated for the provision of 
medical care. 
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Compulsory Medical Care Insurance, 1910-1950 


By Opin W. ANDERSON 


HE agitation for and against the 

adoption of a compulsory system 
of medical care insurance in the United 
States began shortly before World War I. 
It is the purpose of this article to trace 
the main events and developments of 
issues during these forty years, dividing 
the time into three broad periods. The 
first period, 1910-20, reached the legis- 
lative stage in several states, but no bills 
were passed. Action for compulsory 
medical care insurance appeared to be 
ill-prepared and hasty, and subsided 
abruptly as soon as unexpected opposi- 
tion mustered its forces effectively. The 
second period, 1921-33, was a quiet one 
devoted to study of basic facts and 
problems only superficially compre- 
hended in the first period. The third 
period, beginning in 1933, has been 
characterized by action similar to that 
of the first period, but on a much 
broader base of support and opposition, 
and in a profoundly different social, po- 
litical, and economic context. 


First Pertop, 1910-20 


- During the first period the Ameri- 
can Association for Labor Legislation 
(AALL) was the chief group calling at- 
tention to the problem of medical care 
insurance and making concrete sugges- 
tions for its solution. ‘The AALL was 
organized in 1906 by a handful of 
prominent economists. By 1913 it had 
over 3,300 members consisting of econo- 
mists, lawyers, political scientists, his- 
torians, and members of other fields 
concerned with social problems. It 
passed out of existence in 1942. 

It is important to note that the AALL 
was dedicated to the improvement of 
various phases of society within the 


contemporary economic and social 


structure and ideology. The organiza- 
tion was primarily interested in the 
effects of industrialization as seen in 
industrial accidents, occupational dis- 
eases, and general working conditions. 
Workmen’s compensation was greatly 
emphasized and pushed as the prime 
method of reducing industrial accidents 
and diseases and protecting the earning 
power of the workers. In this regard 
the AALL was very effective, because 
workmen’s compensation laws were en- 
acted in thirty states by 1915. The 
AALL was thus flushed with a seem- 
ingly easy victory and was looking over 
the social scene for some other problem 
to attack. 

Medical care insurance was selected 
as the next logical step for action. 
Workmen’s compensation protected the 
workers against the economic loss of 
accidents and illness arising out of em- 
ployment, while medical care insurance 
was designed to cover workers for ill- 
nesses and accidents not related to em- 
ployment. 

In 1912 the AALL established a Com- 
mittee on Social Insurance, the first of 
its kind in the United States, which in 
the next few years carried the main 
burden of medical care insurance study 
and activity. Three of the members of 
the committee were also members of the 
Social Insurance Committee established 
by the American Medical Association 
(AMA) in 1915: They were Alexander 
Lambert, I. M. Rubinow,.and later S. S. 
Goldwater, all’ physicians. As will be 
seen, these cross connections had inter- 
esting results. 

At the seventh annual meeting of the 
AALL held in Washington, D. C. in 
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December 1913, Joseph P. Chamberlain 
delivered the first paper on medical care 
insurance, recommending a compulsory 
system for state and Federal considera- 
tion. 


‘In 1914 a subcommittee of the Com- - 


mittee on Social Insurance was ap- 
pointed to draft a bill in preparation for 
an active campaign in the states and 
in Congress. By the end of 1915 a 
model bill was drafted to be introduced 
in several state legislatures in January 
1916. At the same time it was reported 
that the AMA had appointed a com- 
mittee to co-operate with the Committee 
on Social Insurance “in putting the fin- 
ishing touches on the medical sections 
of the bill.” Also, several other impor- 
tant organizations appointed committees 
early in 1916 to study the proposal of 
the AALL. The Secretary of the AALL 
optimistically wrote in the annual re- 


port: “The opportunity now appears’ 
good for a big educational campaign for- 


the conservation of health, with fair 
prospects for legislative commissions to 
investigate in 1916 and for compulsory 
health insurance legislation in this coun- 
try in 1917.” 


Opposition aroused 


So far so good for the protagonists, 


but opposition emerged very rapidly 
after the AALL had unstrategically ex- 
posed itself completely. It was naively 
assumed that a reform which they 
thought should be deemed good by 
everyone would triumph on its own 


` merits. 


As long as medical care insurance was 
discussed without relation to specific 
and concrete actions, the potential op- 
ponents apparently were not aware of 
its implications. However, when ten 
state commissions were established to 
study the subject and make recom- 
mendations, and bills were introduced 
in sixteen state legislatures, the pro- 
ponents were surprised at the opposi- 
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tion’s vehemence and gathering strength. 
Within the AALL itself, Frederick L. 
Hoffman, statistician for the Prudential 
Insurance Company of America, re- 
signed from the Committee on Social 
Insurance in 1916 when it endorsed 
compulsory medical care insurance. He 
and I. M. Rubinow became opposing 
symbols of the controversy. They were 
inveterate traveling lecturers; both used 
words effectively, and both had a fol- 
lowing. 

By 1918 the movement had reached 
its peak as represented by activities of 
state commissions in the state legisla- 
tures. The most intense activity was 
found in California and New York. At 


‘this point the seemingly favorable atti- 


tude of organized medicine turned into 
vigorous opposition. Simultaneously, 
pharmaceutical companies, accident and 
health insurance companies, companies 
selling industrial insurance, and healing 
cults proved to be too much for the 
proponents of compulsory medical care 
insurance. Furthermore (and this was 
a dismaying discovery for the AALL), 
Samuel Gompers, president of the 
American Federation of Labor, was 
very outspoken in his denunciation of 
government-operated social insurance 
schemes. Numerous state federations 
of labor supported the AALL proposal, 
particularly in New York State, but 
their support came too late and Gom- 
pers’ prestige was too great. 


American Medical Association 


It appears to be coincidental that the 
prominent physicians in the American 
Medical Association were able to have 
a committee established in 1915 to 
study the issues of medical care insur- 
ance and report to the House of Dele- 
gates from time to time. The apparent 
purpose was not to advocate any com- 
pulsory insurance, but, according to 
I. M. Rubinow who became the execu- 
tive secretary of the committee, “to 
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bring about friendly understanding be- 
tween all parties concerned and to pro- 
tect the legitimate economic interests 
of the profession.” 

A few months before Rubinow’s state- 
ment, the Journal of the American 
Medical Association ran an editorial re- 
garding the model bill of- the AALL: 
“Tt is hoped that physicians will take 
advantage of this opportunity [of study- 
ing the AALL bill] and that it will be 
possible to avoid that lack of co-opera- 
tion between physicians and legislators 
which, for a time, marred some of the 
foreign legislation.” 

By 1920 officials of state medical so- 
cieties were reacting vehemently against 
any deliberation on compulsory medical 
care insurance, particularly in New 
York, Michigan, Illinois, and California. 
A powerful group of delegates assem- 
bled at the annual session of the AMA 
in New Orleans in 1920 “to get Lam- 
bert” as they put it, who was then 
president of the association. 

At the same session, the House of- 
Delegates established a basic policy 
which has not been revised to the pres- 
ent day, and expressed it in the follow- 
ing resolution: 


+ 
i 


The American Medical Association de- ` 


clares its opposition to the institution of 
any plan embodying the system of com- 
pulsory contributory insurance against ill- 
ness, or any other plan of. compulsory in- 
surance which provides for medical service 
to be rendered contributors or their de- 
pendents, provided, controlled, or regulated 
by any state or Federal government. 


The end of the controversy over com- 
pulsory medical care insurance was just 
as abrupt as the foregoing resolution 
was final. 


SECOND Pertop, 1921-33. 


After the emphatically worded reso- 
lution in 1920, the American Medical 
Association at several annual meetings 
considered resolutions concerned with 
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definitions of “state medicine” and simi- 


‘lar forms of medical care organized and 


operated by government. 

In 1921 the Sheppard-Towner bill to 
provide grants-in-aid to states for ma- 
ternal and child health programs was up 
for consideration in Congress. The bill 
aroused bitter controversy at the hear- 
ings, and many physicians testified in 


opposition. Although the bill was not 


proposing a system of compulsory medi- 
cal care insurance, physicians regarded 
it as an entering wedge for encroach- 
ment of government in private practice. 
Nevertheless, the Sheppard-Towner Act 
was passed in 1922 with active support 
from citizens’ groups. The act was dis- 
approved officially by the House of 
Delegates at the annual meeting of the 
AMA in 1922. 

Problems regarding the economic and 
social aspects of medical care were dis- 
cussed on several occasions in 1925 and 


:1926. at conferences attended by physi- 


cians, members of the public health pro- 
fession, and economists. These confer- 
ences were called to formulate plans for 
a study of the structure of medical serv- 
ices of the country, especially the eco- 
nomic aspects, As a result of the de- 
liberations of these conferences, the 


‘Committee on the Costs of Medical 
Care (CCMC) was established. 


Its 
work was financed by six foundations: 
Carnegie Corporation, Josiah Macy Jr. 


‘Foundation, Milbank Memorial Fund, 


Julius Rosenwald Fund, Russell Sage 
Foundation, and Twentieth Century 
Fund. . : 
The committee consisted of 42 per- 
sons—14 private practitioners of medi- 
cine, 6 from public health, 8 from insti- 
tutions interested in medicine, 5 econo- 
mists, and 9 persons representing the 
general public. 

From 1928 to 1932 the CCMC re- 
leased twenty-eight reports on the inci- 
dence of illness, the cost of medical 
care, and related aspects of health. The 
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period of study seemed to'be one of 


watchful waiting. The AMA editorial-' 


ized: “Most physicians and most econo- 
mists and most social workers are will- 
ing to wait until the Committee on the 
Costs of Medical Care, a group with 
which the medical profession is co- 
operating wholeheartedly, has brought 
into the situation, data on which to 
base reasonable action for the future.” 

The effect of the final report dealing 
with recommendations for action on “the 
basis of findings was immediate. Ma- 
jority and minority reports split the 
CCMC and supporters of its objectives 
into factions. The lead in opposition 
‘to the majority report was taken by the 
AMA and some of the physician mem- 
bers of the CCMC. 

The majority of the members of the 
committee were of the opinion that 
“medical service, both preventive and 
therapeutic, should be furnished largely 
by organized groups of physicians, den- 
tists, nurses, pharmacists, and other as- 
sociated personnel” and that “the costs 
of medical care be placed on. a group 
payment basis,” through the use of in- 
surance, taxation, or both. 

The minority group, while agreeing 
with the majority report in many mat- 
ters, objected to the proposal for group 
practice and the adoption of insurance 
plans unless sponsored and controlled 
by organized medicine.* 

The editorial response of the AMA to 
the majority report has become a classic, 
and was presumably directed at the as- 
pects of the report dealing with group 
practice and areas of government re- 
sponsibility, and not at voluntary insur- 
ance, as such, if sponsored and con- 
trolled by organized medicine. The 
editorial read: 


1 Committee on the Costs of Medical Care, 
The Final Report of the Committee on the 
Costs of Medical Care: Adopted, October 31, 
1932, Publication No. 28 (Chicago: University 
of Chicago Press, 1932), pp. 109, 120, 179, 180. 
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The alinement is clear—on the one side 
the forces representing the great founda- 
tions, public health officialdom, social theory 
—even socialism and communism—inciting 
to revolution; on the other side, the or- 
ganized medical profession of this country 
urging an orderly evolution guided by con- 
trolled experimentation which will observe 
the principles that have been found through 
the centuries to be necessary to the sound 
practice of medicine.? 


Tam Perrop, BEGINNING 1933 


The recommendations of the Com- 
mittee on the Costs of Medical Care - 
and the reactions to them formed the 
base of the third period of the com- 
pulsory medical care insurance move- 
ment. The main issues and factions 
were brought to the surface as the move- 
ment gained momentum and breadth 
during the following years. It will be 
recalled that the American Association 
for Labor Legislation, an organization 
composed chiefly of professional people, 
was the group most instrumental in in- 
itiating interest in and action for some 
type of compulsory medical.care insur- 
ance in the first period; but during the 
third period, beginning in 1933, which 
has not yet ended, the Federal Govern- 
ment, through official committees and 
legislative activity, and later state gov- 
ernments, have been the agencies which ` 
spearheaded the reopening of the issue 
of government-sponsored medical care 
insurance. What government has done 
during this period has conditioned the 
attitudes and actions of other groups 
which feel that they have a stake in the 


‘future of medical care. There has been 


general agreement that a problem exists, 
and the depression made it more acute; 
but there has been profound disagree- 
ment as to what should be the solution. 

The depression and the deliberations 
over the nature and scope of the im- 


2 Journal of the American Medical Associa- 
tion, Vol. 99 (Dec. 3, 1932), p. 1952. 
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pending social security program pro- 
vided the framework for discussions and 
action regarding compulsory medical 
care insurance. The precedent-setting 
Federal Rules and Regulations No. 7 
of 1933 defined policies and procedures 
under which medical care might be 
given to those receiving unemployment 
relief in the states. Representatives of 
the American Medical Association par- 
ticipated in the formulation of the rules 
and regulations and gave their sanction. 
Access to medical care was now recog- 
nized by government as a basic mini- 
mum right together with food, clothing, 
and shelter. 


Committee on Economic Security 


In 1934 the President appointed the 
Committee on Economic Security to 
make recommendations for a program 
“against misfortunes which cannot be 
wholly eliminated in this .man-made 
world of ours.” In addition there were 
numerous committees established as ad- 
visory to the Committee on Economic 
Security, with a very broad range of 
representation of fields of interests and 
‘organizations. The research duties of 
the committee were divided into several 
problem areas; among them, medical 
care. 

Medical care insurance was given 
` short shrift, however, inasmuch as Ed- 
win E. Witte, executive director of the 
Committee on Economic Security, re- 
ported that medical care insurance 
could not even reach the research stage, 
not to mention its incorporation in the 
social security program. He wrote: 


When in 1934 the Committee on Eco- 
nomic Security announced that it was 
studying health insurance, it was at once 
subjected to misrepresentation and vilifi- 
cation. In the original social security bill 
there was one line to the effect that the 
Social Security Board should study the 
problem and make a report thereon to 
Congress. That little line was responsible 
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for so many telegrams to the members of 
Congress that the entire social security 
program seemed endangered until the Ways 
and Means Committee unanimously struck 
it out of the bill. 


As a corollary, the AMA was also the 
object of pressure. Its Journal editori- 
alized, on November 24, 1934: 


The headquarters office of the American 
Medical Association has been besieged with 
telephone calls, telegrams and letters on 
this subject. . . . Some physicians are ap- 
parently opposed to all change and feel 
that the American Medical Association 
should officially make itself felt in. oppo- 
sition to the entire program of the gov- 
ernment. Í 


Following the Social Security Act 


The Social Security Act was passed 
in 1935. Thereafter the Government 
sponsored a series of activities which 
either deliberately or coincidently re- 
sulted in the introduction of the first 
compulsory medical care insurance bill 
in Congress to attract any widespread 
attention, the so-called Wagner bill of 


- 1939 (S. 1620). The series of activi- 


ties was as follows: 

1. The National Health Survey was 
made in 1935-36—a' large-scale study 
of the incidence of illness and the un- 
derlying social and economic factors. 

2. In 1935 the President appointed 
the Interdepartmental Committee to 
Coordinate Health and Welfare Activi- 
ties, entrusted with the task of making 
sure that the provisions of the Social 
Security Act. were being effectively 
applied, and suggesting improvements. 
One of the chief interests of the com- 
mittee was the problem of medical care. 

3. Out of the Interdepartmental Com- 
mittee was created the Technical Com- 


3 Actually, the first medical care insurance 
bills in Congress were those introduced by 
Senator Capper of Kansas in July 1935 
(S. 3253) and in January 1937 (S. 855); but 
they received little attention. 
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mittee on Medical Care in 1937, con- 
sisting chiefly of experts from the Fed- 
eral agencies concerned in whole or in 
part with health. 

4. Early in 1938 the Technical 

Committee recommended, among’ other 
things, that there was a need for a gen- 
eral program of medical cate and insur- 
ance against loss of wages as a result 
of illness. 
_ 5. Thereupon, the Interdepartmental 
Committee called the National Health 
Conference held in Washington, D. C., 
in July 1938, to discuss the findings and 
recommendations submitted by the 
Technical Committee. Invitations were 
sent to a large representation of people 
from the medical profession, from agen- 
cies working in health, and from labor, 
industry, agriculture, and other groups 
of citizens. The purpose of the confer- 
ence was to clarify issues and stimulate 
constructive criticisms. 
ommendations were expected from the 
conferees. 


Succession of bills 


The Wagner bill of 1939 was followed 
by: the Capper bill in 1941 (S. 489); 
the Eliot bill in 1942 (H. R. 7354); 
the Wagner-Murray-Dingell bill in 1943 
(S. 1161); a reintroduction-of S. 1161 
by Representative Dingell, Michigan, 
early in 1945 (H. R. 395); and in No- 
vember of the game year, a new Wag- 
ner-Murray-Dingell bill (S. 1606). In 
1947 there appeared the first. counter- 
proposal to compulsory medical care in- 
surance in the bill (S. 545) sponsored 
by Senator Taft and others to assist 


states in providing medical care for the 


indigent. The opposite type of bill was 
introduced in the same year by Senators 
Murray, Wagner, and others (S. 1320). 

In May 1948 another health confer- 
ence, the National Health Assembly, 
was held in Washington, attended by 
800 professional and community lead- 


No specific rec- . 
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ers. Again all phases of the problem of 
medical care were examined. The Medi- 
cal Care Section of the assembly unani- 
mously agreed that the principle of con- 
tributory insurance should be the basic 
‘method of financing medical care for 
the Jarge majority of the American peo- 
ple, but differed in their views on the 
method of implementation. Independ- 
ent of the National Health Assembly, 
the Federal Security Administrator, 
Oscar R. Ewing, recommended a com- 
pulsory system, and in the report to the 
President marshaled a great array of 
data in an attempt to justify his con- 
clusions.* 

In 1949 bills in Congress on medical 
care became so. numerous that they 
were difficult to, follow, but two bills 
emerged as the focus of the conflict over 
compulsory medical care insurance— 
the administration bill, S. 1679, and 
the opposition bill, S. 1970. The latter 
bill proposed a “voluntary” approach 
by providing for Federal grants to the 
states to assist co-operating voluntary 
prepayment. plans to make their serv- 
ices generally available to those wish- 
ing to utilize them. The difference be- 
tween the two bills reflects diverse phi- 
losophies, f 

Because of the intense and prominent 


- activities on the Federal level, parallel 


actions on the state level have been 
overlooked or discussed as of little im- 
portance, except in California. How- 
ever, since 1935 compulsory medical 
care insurance bills have been intro- 
duced in over a dozen states, and in 
some of them repeatedly. In California, 
by law of 1949, compulsory insurance 
against the cost of hospitalization was 
introduced for all persons covered by 
compulsory unemployment insurance. 
As stated previously, it appears that 


4QOscar R. Ewing, The Nation’s Health, A 
Ten Year Program: A Report to the Presi- 
dent, Washington, D. C.: Federal Security 
Agency, 1948, 186 pp. 
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government activity was the stimulus 
for counteractivity on the part of pro- 
ponents of voluntary health insurance. 
Today these plans are widespread. 


Development of issues 


To close the discussion of the third 
period let us trace the development of 
issues to the present time, so that we 
can be assisted in delineating current 
issues. Not until the National Health 
Conference held in Washington in 1938 
did the issue of compulsory medical 
care insurance become a national issue 
in the sense that a great variety of 
groups throughout the country became 
aware of the problem and acted accord- 
ingly. 

The shifts in issues since 1933 may 
be broadly indicated as follows: 

1. In 1933 medical care insurance, 
regardless of type of sponsorship, was 
an issue. 

2. By 1939 insurance as a device to 
spread the economic risk of illness 
ceased to be an issue. The hospitals 
had for several years supported insur- 
ance plans pertaining to hospitaliza- 
tion, and the AMA recognized them 
and began to direct attention to medi- 
cal plans along similar lines. 

3. Also by 1939 an insurance system 
covering the Nation regardless of type 
of sponsorship was an issue. 


4. By 1946 both the American Hos- 
pital Association and the AMA sub-. 


scribed to a nation-wide system spon- 
sored and operated by themselves. 

5. The remaining basic issue has be- 
come a national compulsory medical 
care insurance system or a national 
voluntary system. There are important 
subissues, such as the questions of scope 
of service, extent of coverage of popula- 
tion, and pace of development. 

Basically the AMA is in the forefront 
of the chief opposition group, and or- 
_ ganized labor—-the CIO and the AFL— 
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is spearhead for some form of -com- 
pulsory insurance. It will be recalled 
that the collapse of the movement for 
compulsory medical .care ‘insurance in 
the first period was partly due to the 
lack of effective support from organ- 
izer labor; but the reverse is true today. 


Bases of agreement 


So much attention is being paid to 
disagreements between opposing fac- 
tions that bases of agreement are ig- 
nored. The bases of agreement holding 
all parties and individuals within spar- 
ring distance of one another is. the con- 
sensus that all should have access to 
medical care irrespective of income. 
Given this consensus, the next step is 
the struggle over means. The means is 
insurance, but there is disagreement as 
to sponsorship and control. 

Another common orientation is that 


„groups on both sides of the question of 


compulsory medical care insurance have 
a basic faith in the present political and 
economic institutions. The individuals 
and organizations supporting compul- 
sory medical care insurance are not nec- 
essarily revolutionary; nor are those op- 
posing such a system necessarily reac- 
tionary. As specific objects of a reform 
movement, physicians are naturally very 
much affected, and to them it seems a 
revolutionary step; but in the perspec- 
tive of “a deep-seated and world-wide 
movement gaining momentum in the 
United States with the Social Security 
Act in 1935, compulsory medical care 
insurance is a rounding out of a broad 
social program. 

The exact form a national medical 
care insurance program might take 
would probably depend on the ability 
of the Blue Cross and Blue Shield plans 
to modify and deflect an all-out Fed- 
eral state compulsory medical care in- 
surance system, and on the as yet un- 
clear trends of the burgeoning union 
health and welfare plans. In other 
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words, the third period of the medical moving so rapidly that the last part of 
care insurance movement in the, United this article will become out of date in 
States is by no means over. Events are a year. j 
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Health Services, Medical Care Insurance, and 
Social Security 


By I. S. 


T has long been clear to social se- 

curity experts that, as a nation, we 
cannot achieve the goals of social se- 
curity without an adequate program for 
health. It is now becoming equally 
clear to health experts that we cannot 
achieve the goals of a health program 
unless we also have an effective program 
for social security. 

The interdependence of health and 
social security arises from two equally 
plain facts: nearly every serious illness 
has grave social and economic conse- 
quences; and many of the social and 
© economic catastrophes that befall indi- 
viduals and families have their origin 
in illness. 

Physical and mental health are essen- 
tial for the accepted norm of. living. 
They are equally important for the 
ability to engage in gainful work, the 
first essential for economic and social 
security. Health and medical services 
of many kinds are necessary to preserve 
health and prevent illness; to diagnose 
and treat illness which is not prevented 
from occurring; to prevent disability; 
and to rehabilitate the handicapped and 
the disabled. Illness involves expendi- 
tures for medical care, and it brings 
loss of earnings when it strikes the gain-. 

fully occupied. Since these expendi- 
` tures and losses may be very large by 
comparison with the current earnings or 
other resources of those upon whom 
they fall, the financial effects of illness 


* Director, Division of Research and Sta- 
tistics, Social Security Administration, Federal 
Security Agency. Opinions expressed here are 
the -author’s, and do not necessarily express 
the views of the Social Security Administra- 
tion or the Federal Security Agency. 
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may be catastrophic to the economic se- 
curity of the individual. 

Thus, whether the focus of a discus- 
sion is on community-wide preventive 
services, on special programs for par- 
ticular groups of people, diseases, or 
services, or on general medical care, it 
involves social security as well as health. 
In many respects, only an arbitrary line 
decides where a health program ends 
and a social security program begins. 

A modern and adequate program of 
medical care for the Nation must assure 
availability not only of the needed serv- 
ices but also of the money to pay for 
them. It is now widely understood that. 
both requirements must be met more or 
less simultaneously. We do not develop 
needed personnel, hospitals, and other 
facilities for service if the funds to pay 
for-them are not in sight. And it avails 
nothing to increase our resources for’ the 
provision.of service if people cannot use 
them because they cannot pay the costs. 
Thus, consideration of finances must 
complement discussions of health per- 
sonnel, facilities, and service programs. 


VOLUNTARY OR COMPULSORY. 
INSURANCE? 


Formerly there were sharp differences 
of opinion about the. need for a better - 
way of meeting sickness costs than 
through individual responsibility and 
resources. Today it is widely agreed 
that for most people the costs and losses 
resulting from sickness must be some- 
how distributed among groups of peo- 
ple and over periods of time. Beyond 


1 Hearings on S. 1679, etc., and H. R. 4312, 
etc., 8ist Cong., Ist sess., Washington: Gov- 
ernment Printing Offce. 
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such agreement on a broad objective, . 


there is sharp disagreement—whether 
and to what extent the financing should 
be done through tax payments, through 
insurance, or through some combina- 
tion; and, if through insurance, whether 
this should be yoluntey or compul- 
sory. 

A confused debate on voluntary versus 
compulsory insurance occupies the cen- 
ter of a large public stage. At the same 
time, many specific actions which have 
important bearing on medical care and 
on social security are developing in the 
wings. Tax expenditures increase each 
year for public health, for public medi- 
cal services, for the construction and 
support of hospitals and other facili- 
ties, and for rehabilitation and related 
services.? Voluntary medical care and 
disability insurance expand. Insurance 
against the costs of ‘sickness becomes 
a major element of labor-management 
contracts and disputes. Compulsory 
wage-loss insurance is adopted in a 
number of states as a parallel either to 

-unemployment insurance or to work- 

men’s compensation. Federal aid for 
the public assistance programs, hitherto 
_ restricted to the needy aged and blind 
and to dependent children, is extending 
to the needy disabled; and Federal aid 
is being made applicable to direct pay- 
ments for medical care in all of these 
programs. Permanent total disability 
insurance is approaching incorporation 
‘in the national system of old-age and 
survivors insurance. 

These and other actions on the wings 
of the stage are limited and categorical. 
There are gaps and overlaps among 
them. But it is noticeable that their 
tempo is increased when the central ac- 
tion is slow. All are parts of the same 
drama; all the threads ultimately weave 
into a central theme: the simultaneous 
achievement of health, welfare, and se- 
curity for the people of the Nation. 

2 Social Security Bulletin, July 1950, p. 16. 


Economic VALUE or HEALTH 
AND SECURITY 


Health services and medical care con- 
tribute in many ways to social security, 
even as social security contributes to 
health. It is obvious that prevention of 
illness and disability in the individual 
case.in turn prevents the occurrence of 
destitution, dependency, and need for 
support. It may be less obvious, but it 
is not less important, that an effective 
health program contributes to the 
wealth of the Nation, increasing indi- 
vidual as well as total resources, making 
possible higher levels of living, and 
strengthening security. 

The 4 or 5 per cent of the national 
income we spend each year for all kinds 
of health and medical services is a cur- 
rent expenditure. Part of it, however, 
is also an investment which brings re- 
turns in increased size and fuller utili- 
zation of the labor force, higher worker 


. productivity, and higher consumption 
standards than we could possibly have 


without it. In this sense, expenditure 
for health is by no means, on balance, 
a debit in our national budget. 

The contributions of health and medi- 
cal services~in raising national income 
and levels of living and in producing se- 
curity are now receiving international 
support. This is the basis of the Presi- 


_dent’s Point Four Program and of the 


United Nations Technical Assistance 
Program for the war-ruined or underde- 
veloped countries of the world. The ac- 
cepted premise is that little can be done 
by or for those countries to raise their 
standard or level of living until the toll 
of infectious disease is curbed, ele- 
mentary measures of sanitation are in- 


troduced, and disability is reduced so 


that much of the time now lost by peo- 
ple who are sick or half sick is turned 
to the production of useful goods and 
services. In the United States this basic 
role of health and medical services is 


> 
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not always recognized, in large measure 
because, with the relatively advanced 
state of our public health, people fail 
to appreciate how much more can be 
achieved. . 

There is a vast difference between 
underdeveloped and relatively advanced 
nations in the kinds of services needed. 
In our country the substantial control 
of infectious disease has reduced the 
relative importance of environmental 
and certain other community-wide 
health measures. Instead, the chronic 
diseases are now crowding into the 
front ranks as causes of illness, dis- 
ability, and premature death; and with 
the gradual aging of the population, 
they are likely to remain there. This 
means that expansion and improvement 
of personal health services are increas- 
ingly important for our future health 
progress. f 

At this juncture we encounter a 
paradox. We commonly recognize and 


widely accept a national interest in . 
assuring the availability of preventive. 


services, as expressed in public health 
programs. But we have not so fully 
accepted, and some groups have re- 
sisted, the implications of our equally 
common stake in assuring that personal 
health services are available to all. To 
that extent we are not realizing the full 
contribution that health services and 
medical care can make toward health, 
level of living, or security. 

Not all our people get the medical 
care they need when they need it. The 
fault is not so much with our capacity 
for providing services, although much 
needs to be done to increase and im- 
prove it, as with their actual availability. 
Like any other commodity or service, 
medical care must be bought and paid 
for. We badly need a better way to 
pay for it. And however we go about 
achieving an effective and efficient ar- 
‘ rangement to.pay for medical care, the 
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result will be an asset in both our health 
and our economic balance sheets. 


NEED ror INSURANCE AGAINST 
Meptcat Costs 


Among those who are engaged in pro- 
viding medical care, many often seem 
not to appreciate how commonly medi- 
cal and hospital costs present economic . 
problems to those who must pay the 
bills, or how serious those problems are. 
And they do not seem to know how 
many more families are worried by 
the likelihood of being confronted with 
burdensome costs; or how large a part 
of the whole population lives in constant 
fear of sickness—for what it may do to 
them not only physically but also eco- 
nomically, 

Those who doubt this, and those who 
think those worries and fears are ground- 
less, should talk to the wage earner 
or the man on a modest salary—or to 
his wife. If they prefer objective and 
quantitative evidence of how often those 
fears proved not to be groundless, they 
should examine the records of private 
and public charity. There they will 
learn about the role ‘that illness plays 
in causing destitution and dependency. 
They will find that a large part of the 
total public and private éxpenditures for 
assistance is directly or indirectly at- 
tributable to sickness and to the need 
for medical and hospital care. The 
sums involved are measured in billions 
of dollars a year. Among the public 
(tax-supported) programs, they will find 
that dependency due to illness and dis- 
ability accounts for, variously, from 
about 25 per cent up to nearly 100 per 


-cent among the several categorical pro- 


grams (old-age assistance, aid to de- 
pendent children, general assistance or 
home relief, and aid to the blind).® 

3J. S. Falk, “Reduction of Dependency 


through Health Programs,” Public Welfare, 
May 1949, pp. 102-3, 114. “The Home Re- 
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We are the wealthiest nation in the 
world, and our national wealth is re- 
flected in the wealth, the income levels, 


and the standards of living of our’ 


population. Nevertheless, at least half 
of all our families live each year close 
to their current economic resources. 
They have only Jlimited—especially 
“liquid”—reserves.* If income is inter- 
rupted or expenses are substantially in- 
creased, their reserves can protect them 
for only relatively short periods of time 
against debt or dependency. These 
families do not need to be told—as 
medical experts and’ technicians do, 
‘again and again—that illness brings 
medical costs; that disability reduces, 
interrupts, or permanently stops earn- 
ings; and that for the individual family 
these costs and losses, unlike the costs 
of other essentials of living, are not fore- 
“seeable, budgetable, or manageable. 


Tue Device or SOCIAL INSURANCE 


The risk of incurring large costs for 
medical care belongs with the other 
common risks to income and security, 
such as are precipitated by disability, 
unemployment, death of the family 
earner, and old age. To meet these 
risks society has invented the device of 
social insurance, an orderly and socially 
acceptable. method of assuring at least 
minimum essential income and services, 
of minimizing privations, and of sus- 
taining economic and social stability. 

Increasing use of social insurance is 
now an accepted trend in American life, 


lief Story,” State Department of Social Wel- 
fare, New York, 1950, 12 pp. 

4t Compare income distributions, savings, 
liquid assets, and cost of living. “1950 Sur- 
vey of Consumer Finances, Part ITI,” Federal 
Reserve Bulletin; August 1950; “1949 Survey, 
Part VIII,” ibid., Jan. 1950; “1949 Survey, 
Part IV,” ibid., August 1949; “The City Work- 
ers Family Budget,” Monthly Labor Review, 
Feb. 1948. 


irrespective of partisan politics. It is 
an integral part of a long-term, ground- 
swelling demand for access to economic 
and educational opportunities, to in- 
come security, and to essential services. 
This demand has been fostered by many 
forces—by growing interdependence in 
the economy, compelling acceptance of 
national minimum standards in income, 
education, and health; by technological 
progress, bringing vast potentialities of 
abundance in goods and services for all; 
by advances in public health and medi- 
cal science, promising great improve- 
ments in health; and by the spread of 
general education, so that people know 
the results of progress and that they 
are to be had in greater or lesser meas- 
ure by all, and not merely by some 
fortunate few. 

Another element fostering the demand 
for social insurance has been our chang- 
ing doctrines concerning individual lib- 
erty and the goals of a democratic so- 
ciety. The Social Security Act amended 
in 1950 by Congress to give broader 
and better protections, is an affirmation 
of faith that liberty and security are 
not only compatible with each other 
but are essential to each other. De- 
spite some prophets of disaster, most of 
our people believe that individual in- 
centive, responsibility, and productivity 
are strengthened rather than weakened 
by pooling risks with which the indi- 
vidual cannot cope. Our national course 
is guided by faith that the strength of 
our society lies in security and not in 
fear, in satisfaction of human needs and 
not in privation. 


MEETING THE RISKS OF ILLNESS 


Recognition of insecurity caused by 
illness is not something new. It is as 
old as the history of society—as old as 
the story of privation caused by disease 
and of mutual aid for those impover- 
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ished by sickness. In its modern form 
in the United States, public effort to 
deal with this aspect of economic inse- 
curity had its beginniig on a nation- 
wide basis with Title VI of the original 
Social Security Act of 1935. This title 
provided the first Federal grants to the 
states for general public health pur- 
poses. It began the vast expansion of 
public health programs achieved in the 
past fifteen years. Its inclusion in the 
act followed careful study of the risks 
to security arising out of ill health. 
The President’s Committee on Eco- 
nomic Security proposed as a first meas- 
ure a nation-wide preventive program, 
and as a second major step the applica- 
tion of insurance to the problem of 
medical costs.5 

The financial burden of medical care 
falls unevenly. The six million recipi- 
ents of public assistance are among the 
most disadvantaged groups with respect 
to medical costs. Only limited funds 
are available for their medical care be- 
cause of the pressure of subsistence costs 
on state and local public assistance ap- 
propriations.® Adjacent to them are 
millions who are at, or very close to, the 
level of public aid but are not receiving 
it. And beyond these groups there are 
probably more than 100 million persons 
who can meet the costs of minor ill- 
nesses or inexpensive services but who 
are in difficulty when confronted by 
large or continuing medical costs.” The 
public and representatives of consumer 
groups have long known that people 


5 Report to the President of the Committee 
on Economic Security (Washington: Govern- 
ment Printing Office, 1935), p. 6. 

8 “Medical Care in Public Assistance, 1946,” 
Public Assistance Report No. 16 (State issues 
and summary), Bureau of Public Assistance, 
Social Security Administration, 1948-50. 

T Those in spending units with less than 
$5,000 a year after Federal income tax liability. 
See “1950 Survey of Consumer Finances,” Fed- 
eral Reserve Bulletin, August 1950, p. 960. 
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need group budgeting of medical costs. 
Now even the medical professions and 
their spokesmen generally agree, - 

The growth of voluntary insurance 
plans offers striking evidence of the 
common-sense appeal of prepayment for 
medical costs. Many persons now have 
some insurance against hospital, surgi- 
cal, or other medical costs. Because of 
large duplications among the persons 
who have these insurance policies, the 
unduplicated total coverage of each kind 
is not reliably known. But there can be 
no doubt that the total is large and is 
increasing. Voluntary insurance against 
medical costs in the United States con- 
firms experience in many other countries 
that insurance against the costs of medi- 
cal care is as practical as it is desirable. 


INADEQUACY OF VOLUNTARY INSURANCE 
‘ 


While voluntary insurance has dem- ` 
onstrated that insurance against medi- 
cal costs is practical, it has failed to 
achieve a coverage that meets the com- 
mon need. Even the highest docu- 
mented claims do not profess that one- 
half the population is insured against a 
major part of hospital bills, or one-third 
the population against surgical bills in 
hospitalized cases, or much more than 
one-tenth the population against even 
limited parts of physicians’ bills for 
nonsurgical services. r 

It is fair to ask. how much voluntary 
insurance has achieved after more than 
fifty years of experience and after 
twenty years of intensive development, 
and how much.it is worth, in the ag- 
gregate, as real insurance protection 
against medical costs. In 1949 total 
private expenditures in the United 
States for medical services and com- 
modities were about $7.9 billion, or $54 
per capita. Of this, only about 11 per 
cent was met by voluntary insurance 
benefits and indemnities of all kinds. 
Physician and hospital services ac- 
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counted for 56 per cent of total private 
expenditures, or about $4.4 billion; of 
this, voluntary insurance covered about 
20 per cent.® 

Voluntary insurance against wage loss 
resulting from disability is even less 
adequate. It is reported by the Health 
Insurance Council that in 1948 about 
24 million persons, and in 1949 about 
25 million, were “protected” against loss 
of income through insurance (exclusive 
of those “protected” through paid sick 
leave). What value to place on these 
figures may be seen from a financial 
inspection. Nonindustrial income loss 
(due to current illness only) amounted 
to about $4.1 billion in 1948; of this, 
voluntary insurance indemnities met 
only 6 to 7 per cent? Indemnification 
of wage loss due to permanent disability 
has been even less.1° 

There is no adequate information on 
‘the income levels of those who have 
natrow or broad protection through 
voluntary insurance. But such evidence 
as is available shows that most, of the 
insurance protection is fragmentary, 
that limitations within the contracts 
make much of it of uncertain value to 
the insured persons, and that by and 
large the voluntary insurance, such as 
it is, fails to reach large proportions of 
those in the lower middle and lowest 
income brackets, who are most in need 
of protection. Some groups of wage 
earners who are in strong labor unions 
‘have won comprehensive insurance pro- 
tection through their labor-management 
contracts, but in large part through em- 


ployer payment of the premiums and at. 


the cost of consumers in general. 


8“Voluntary Insurance Against Sickness: 
Estimates for 1948,” Social Security Bulletin, 
Jan.-Feb. 1950. Text based on preliminary 
figures for 1949, 

9 Ibid, 

107, S, Falk, “Long-Term Disability Insur- 
ance,” Proceedings, American Association of 
University Teachers of Insurance, March 1945, 


Voluntary insurance against medical 
and hospital costs has demonstrated 
that it cannot meet the Nation’s need— 
any more in the United States than it 
could in other countries where its ulti- 
mate failure led to the adoption of com- 
pulsory insurance. This conclusion is 
supported by the bills recently intro- 
duced in the Eighty-first Congress by 
supporters of voluntary insurance, ask- 
ing for Federal aid to enable the insur- 
ance plans to achieve what they have 
been unable to do through their own ef- 
forts. Despite the recognized achieve- 
ments of voluntary insurance, compre- 
hensive insurance protection against 
medical costs is possible only through 
medical care insurance established by 
law, with a population coverage at least 
as broad as that of old-age and survivors 
insurance, and applicable to all the im- 
portant kinds of medical costs that can 
be burdensome. 


A PATTERN FOR INSURANCE AGAINST 
SICKNESS Costs 


It is obvious that the health services 
of medical care insurance should be de- 
signed so as to achieve maximum co- 
ordination with services provided through 
our public health and related programs. 
This implies administration of the in- 
surance benefits by state and local agen- 
cies that are also responsible for the ad- 
ministration of other health programs. 

It is equally desirable that the insur- 
ance features should achieve the effi- 
ciency and economy that can result 
from interlocking with other social in- 
surance programs. This implies that 
medical care insurance should be an 
integral: or closely co-ordinated part of 
our national system of old-age and sur- 
vivors insurance: : 

Although there are many important 
details to be decided; the specifications 


11 See, for example, S. 1456, S. 1581, S. 1970, 


H. R. 6727, H. R. 6819, and H. R. 8746. 


120 


for such a system have been sufficiently 
developed to assure that the general 
pattern can be followed.” 

On the benefit side, administration 
would be decentralized through the 
states. Health agencies, state and lo- 
cal, would arrange with physicians, hos- 
pitals, and others for the availability of 
services. They would negotiate and ad- 
minister the agreements for payments. 
In conjunction with representatives of 
the insured persons and of those who 
provide the services, they would deter- 
mine the policies and supervise the op- 
erations, within broad standards and 
guarantees in the national statute. 

-On the insurance side, coverage, 
eligibility, sources of funds, collection 
of contributions, and so forth, would be 
similar to the provisions for the cash 
benefits. Their administration would be 
part of the over-all insurance system, 
permitting a unified payment of con- 
tributions by the employer or self-em- 
ployed person, a single set of earnings 
records, and an unduplicated adminis- 
trative staff. 


DISABILITY INSURANCE 


Reference to the cash benefits is a 
reminder of a grave weakness in our so- 
cial security program, namely, the lack 
of disability insurance. Much of the 
value of medical care is wasted because 
most employed persons and their fami- 
lies have no current income when sick- 
ness temporarily interrupts or perma- 
nently wipes out working capacity. 
Many such persons and families must 
do without essentials for healthy living; 
many suffer physical deprivations or 


12 For many details which are not presented 
or discussed here, see, for example, “Medical 
Care Insurance—A Social Insurance for Per- 
sonal Health Services,” Senate Committee Print 
No. 5, Senate Committee on Education and 
Labor, 79th Cong., 2d sess., July 1946, xv + 
185 pp. Also, I. S. Falk, “Cost Estimates for 
National Health Insurance, 1948,” Social Se- 
curity Bulletin, August 1950. s 
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mental strains that reduce or nullify the 
value of medical care; and many are 
made destitute and dependent. 

Disability insurance is neither new 
nor novel; but it is meager now. Pri- 
vate insurance is very expensive and 
provides only very limited income pro- 
tection, mainly to those who have short- 
term protection through individual or 
group “accident and health” policies 
and to those who have permanent-dis- 
ability pensions under industrial retire- 
ment plans.4? Public insurance-—except 
for work-connected disability covered 
by workmen’s compensation, and except 
for veterans—applies only to special 
groups *** and to those covered by four 
state “cash-sickness” programs.4* The 
Eighty-first Congress considered exten- 
sion of old-age and survivors insurance 
by addition of cash: benefits in cases of 
temporary and permanent disability. 
The proposal for temporary-disability 
benefits was defeated in the House 
Committee; permanent-disability bene- 
fits were included in the Committee bill 
and passed by the House but were de- 
feated in the Senate,‘*® Instead, Con- 
gress provided only Federal aid to state 
programs of public assistance for needy 
persons who are permanently and to- 
tally disabled. 

It may be-.only a short time: before 
disability rehabilitation services as well 
as income payments are incorporated in. 
national social insurance. Certification 
of disability and reduction of its preva- 
lence and severity would require the 
services of physicians. Thus, medical 
care insurance and disability insurance 
would contribute to each other.. The 
one would assure the sick worker of 

18 See note 10, supra. 

18a The Federal civil service, about balf of 
state and local government employees, and 
railroad workers. 

14 Rhode Island, California, New J ersey, and 
New York, 


15 H, R. 2893. 
16 HT, R. 6000; P. L. 734. 
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early and continued access to medical 
attendance; the other would provide at 
least partial income when illness in- 
capacitates. 

Conceived in these terms, medical 
care insurance and disability insurance 
would be parts of a comprehensive 
national system of social insurance.’* 
Such an insurance ‘system would then 
„protect workers and their families 
against all the major common risks that 
threaten income (unemployment, dis- 

- ability, retirement, and death of the 
family earner); and it would protect 
them against the costs of medical care. 
It would furnish protection through pay- 
ments that are geared to ability to pay, 
without a means test, and through ar- 
rangements that cherish the dignity of 
the citizen and the security of the 
family. f 


CONCLUSION 

We have been slow, as a nation, in 
developing an adequate health program. 
We have been equally slow in develop- 
ing an adequate program of social se- 
curity, especially with respect to se- 
curity against sickness. These are not 
really two separate conclusions. They 
are substantially one, because both the 
availability of medical services and the 
achievement of security against sick- 
ness depend in large measure on a 

17 Ninth Annual Report, Social Security 


Board, Federal Security Agency, 1944, Wash- 
ington: Government Printing Office. 


method of assuring that people can pay 
the costs of medical care. We have not 
yet developed that assurance. 

The purchase of medical care and the 
payment of the costs on an individual 
basis do not adequately support the 
services that are needed. They do not 
fit the economic capacities of most of 
the population who, though able to buy 
the budgetable necessities of life, can- 
not cope with the costs of illness. These 
costs must be made manageable by be- 
ing pooled and distributed into average 
amounts that are adjusted to ability to 
pay. Group payment on a budgeted 
basis will wipe out burdensome costs 
and will support the needed services. 

We are accustomed to say that we 
can achieve security against medical 
costs through insurance, taxation, or 
some combination. Voluntary insurance 
has been trying to demonstrate that we 
do not need compulsory insurance. In 
no small measure because it has been 
failing, tax-financed public services have 
been expanding rapidly. 

The Nation needs a comprehensive 
program of medical care insurance, de- 
signed as an integral or co-ordinated 
part of our national system of social 
insurance. Health security is within 
our means because it would be financed 
largely by the group expenditure of 
money that we are already spending 
individually, and because it would con- 
tribute to our economy more than it 
costs. 
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Organized Labor and the Problem of Medical Care 


By HARRY BECKER 


RGANIZED labor’s concern with 
standards of medical care and 

with methods of paying for health serv- 
ices has been increasingly demonstrated 


in the past decade and particularly dur- 


ing the last several years. Until the in- 
crease in the cost of living precipitated 
by the Korean situation, programs of 
hospital and medical care were being 
given a higher priority than wage in- 
creases on the collective bargaining 
agenda. Even though the economic im- 
pact of the Korean episode necessitated 
a shift of emphasis to wage adjustments, 
the drive for higher standards of medi- 
cal care more generally accessible will 
continue because it is an inseparable 
part of the larger drive for a higher 
standard of living. 

That programs of security—pensions, 
income maintenance during periods of 
temporary and permanent disability, 
survivors’ benefits, and medical care in- 
surance—are not a “fringe” concern has 
been made clear as never before by the 
solid support behind collective bargain- 
ing demands for such protection. This 
is the real significance of the major 1949 
and 1950 strikes in the steel, coal, and 
automobile industries. In the last two 
years the concept of “security” as an 
essential element of higher standards of 
living was given new meaning and 
higher priority in the allocation of our 
national product. The swelling demand 
for such economic and social advances 
as higher standards of medical services 
and better methods of meeting their 
costs is no less basic than human 
wants for ‘better housing and nutrition 
and household labor-saving devices as 
elements of an improved living stand- 
ard. 


UNION-OPERATED PROGRAMS 


The interest of labor unions in pro- 
grams for health security dates back to 
the very beginning of the labor move- 
ment in America. The desire to estab- 
lish benefit programs was an important 
factor in the origin of American trade 
unionism. In the period following the 
Civil War, the Railroad Brotherhoods 
established insurance benefit systems 
which developed into permanent fea- 
tures in these unions. The Cigar Mak- 
ers, the Carpenters and Joiners, the 
Typographical Workers, and other early 
AFL international unions set up benefit 
programs in the 1880’s to which they 
devoted a major portion of their funds. 
These programs were financed by union 
membership dues and assessments. It 
is significant that “sickness benefits” — 
cash payments during disability—re- 
ceived greater emphasis than any other 
type of benefit. Some of the early bene- 
fit plans are still in effect. 

The idea of cash “welfare” payments 
to help meet the cost of major illness 
was well advanced by 1900, but it was 
not until thirty years later that specific 
hospital and medical-surgical benefits, 
apart from income maintenance bene- 
fits, were generally available through 
commercial group insurance and such 
nonprofit organizations as Blue Cross 
and, later, Blue Shield. A few unions 
developed union-operated health facili- 
ties earlier, but the present widespread 
union-promoted health insurance pro- 
grams had to await the establishment of 
mechanisms for providing prepaid hos- 
pital and medical care. 


The International Ladies’ Garment ` . 


Workers’ Union pioneered in the de- 
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velopment of union-operated health fa- 
cilities. It undertook a health service 
and sickness benefit program long be- 
fore commercial insurance companies 
were interested in these types of bene- 
fits and before Blue Cross and Blue 
Shield plans were in existence. The 
ILGWU established its Union Health 
Center in. 1912. The services of the 
Union Health Center have been pro- 
gressively expanded to provide ambula- 
tory care with emphasis on those types 
of services most important to the main- 
tenance of the health of the worker. 
The ILGWU has not attempted to es- 
tablish a comprehensive medical pro- 
gram, but it has done more than any 
other large union in providing direct 
health services—both preventive and 
treatment programs closely co-ordinated 


with the union’s disability insurance - 


benefits. These services are available 
for all members, either without charge 
or at a nominal cost. 

It was not until 1921 that income 
maintenance benefits for periods of 
sickness or accident were sold by com- 
mercial insurance companies. It was 
another decade before the insurance 
principle was utilized for hospitalization 
and medical-surgical benefits. Prior to 
this time, health security benefits were 
primarily based on a welfare concept, 
with little if any relationship between 
worker contribution and amount of 
benefit. However, beginning with the 
writing of group insurance, the amount 
_ of protection became uniform for a 
particular category of covered workers, 
and a direct relationship was established 
between premium payments and a guar- 
anteed insurance benefit. Health in- 
surance coverage for dependents has be- 
come commonly available only in the 
last ten years. 


THE INSURANCE PRINCIPLE INTRODUCED 


Prior to the First National Confer- 
ence on Social Insurance of the Ameri- 
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can Association for Labor Legislation in 
1915, the concept of hospital and medi- 
cal insurance was not prevalent in this 
country. The model health insurance 
bill of the American Association for La- 
bor Legislation helped to give public 
understanding of the validity of pre- 
payment for health care. As a very 
natural sequence of events, the develop- 
ment of private plans grew out of rec- 
ognition of the validity of the insurance 
principle as a mechanism for achieve- 
ment of social welfare: purposes; and 
the transition from the informal wel- 
fare plans to the insurance approach 
continued through the 1920’s. 

However, it was not until the depres- 
sion of the 1930’s that unions became 
generally aware that they were unable 
to cope independently with the prob- 
lems of workers’ risks. The shock of 
the Great Depression provided the im- 
petus necessary to reverse organized la- 
bor’s traditional policy of favoring trade 
union action exclusively. From that 
time, labor leadership began in earnest 
to explore insurance programs through 
governmental action. With the reluc- 
tance of Congress to assume respon- 
sibility for comprehensive and adequate 
social security; including health insur- 
ance, it is not surprising that unions 
felt it necessary to supplement govern- 
mental programs to fill the gaps. It is 
logical, too, that unions should seek to 
achieve this aim through collective bar- 
gaining in order to secure financial as- 
sistance from the employer and thereby 
reduce the obstacle of inadequate financ- 
ing, which in the past had most seriously 
limited the success of their efforts in 
this field. 


War AND Postwar PERIODS 


During World War II, hospital and 
medical benefits for workers and their 
families were extended to many groups. 
Wages were stabilized during the war; 
the supply of labor was limited; and 
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employers, wishing to attract new work- 
ers and to reduce turnover, recognized 
that health insurance benefits were im- 
portant factors in recruiting and hold- 
ing their work force. The employer 
had a further incentive for offering hos- 
pital and medical benefits in that the 
cost for such benefits could be deducted 
as a business expense in computing 
Federal taxes on earnings. Because of 
the high level of excess profits tax 
levies, as little as 5 per cent of the cost 
of government approved benefit pro- 
grams came out of profits. During the 
war period, the combination of labor’s 
demand for health insurance, a desire 
on the part of commercial insurance 
companies and Blue Cross (and, to a 
smaller extent, Blue Shield) to sell in- 
surance programs, and the advantages 
for the: employer in the establishment 
of such programs, resulted in a phe- 
nomenal increase in hospital and medi- 
cal care insurance for industrial workers. 

An outstanding example of the de- 
velopment of health and welfare pro- 
grams during the war period is found 
in the clothing industry, where the 
Amalgamated Clothing Workers (CIO) 
took the lead in establishing through 
collective bargaining an employer- 
financed program. In February 1942, 
following a union-initiated joint study 
of proposals for an industry-wide insur- 
ance benefit system, agreement was 
reached with employers for establish- 
ment of a trust fund into which em- 
ployer contributions of 2 per cent of 
pay roll were deposited. From this 
fund, death and temporary disability 
benefits were paid from the beginning. 
Before the end of the war, hospitaliza- 
tion and maternity benefits were in- 
cluded. i 

The United Mine Workers was the 
first large union in the postwar period to 
obtain employer contributions and to 
set up the administrative machinery 
necessary for planning and developing 
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a medical care program. The pension 
program has required most of the avail- 
able funds, and therefore the develop- 
ment of a general medical care program 
for all workers and their families has 
necessarily been retarded. However, 
early in its planning for medical care, 
the United Mine Workers found that 
neither the commercial insurance com- 
panies nor any other existing agency 
was prepared to provide a comprehen- 
sive program ‘of medical services. The 
United Mine Workers’ medical care pro- 
gram has given particular attention to 
specialized services for those cases re- 
quiring long-time or expensive care. 
This medical care has been arranged by 
direct agreements with hospitals and 
physicians. It is significant that’ this 
union found the lack of available agen- 
cies for provision of comprehensive 
medical services on a wide geographical 
area basis a major problem; that prob- 
lem was later to confront other unions 
in developing their programs. 


EMPLOYER RESISTANCE OVERCOME- 


In the postwar period, many employ- 
ers resisted the inclusion of health and 
welfare benefits as an aspect of collec- 
tive bargaining. In 1949 the courts, in 
the Inland Steel and the W. W. Cross 
cases, ruled that pensions and group in- 
surance programs are a condition of. 
employment and a form of compensa- 
tion; and that employers are required 
to bargain with unions on these subjects. 
The National Labor Relations Board 
had earlier established that unilateral 
action by employers to initiate or amend 
employee benefit programs was an un- 
fair labor practice. These rulings es- 
tablished for the first time a firm legal 
basis for including hospital and medical 
care programs on the collective bargain- 
ing agenda. It took only the decision of 
organized labor to place health insur- 
ance on the priority list of economic de- 
mands to make union-promoted health 
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insurance a major collective bargaining 
issue. This was done in most national 
negotiations in 1949 and 1950. 

The United Steelworkers (CIO) and 
the United Automobile Workers (CIO) 
in their 1949 negotiations took the lead 
in the drive for health insurance by in- 
cluding it on their collective bargaining 
agenda. In 1949 and 1950, health in- 
surance had a priority second only to 
retirement plans in the demands of 
these and many other unions. Wage 
increases were, for the first time, sec- 
ondary to workers’ security programs. 

Illustrative of the preparations that 
were made for the 1949-50 negotiations 
were the joint study committee estab- 
lished in the 1947 collective bargaining 
contract between the steelworkers and 
the U. S. Steel Corporation, and the ap- 
pointment in 1948 by the UAW-CIO 
of a Social Security Advisory Commit- 
tee and a Medical Care Advisory Com- 
mittee composed of recognized authori- 
ties in these fields from the United 
States and Canada. Before formulation 
of program policy, the officials of the 
union discussed with these committees 
general problems of need and methods 
for providing protection. Professional 
staff was employed by the union to de- 
velop the technical details of the pro- 
gram and to prepare the union’s presen- 
tation to employers, which became the 
basis for collective bargaining discus- 
sion. 

It appeared in midsummer of 1949 
that the large industrial CIO unions 
would win their demands only through 
long and costly strikes. Employer op- 
position was articulate and firm against 
any economic or policy concessions that 
would .establish a foundation for em- 
ployee benefit programs. To break the 
stalemate which existed in the steel in- 
dustry, the President of the United 
States appointed a Steel Industry Board 
` on July 15, 1949. At that time, hun- 
dreds of union negotiations were in 
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progress in which the same issues were 
in dispute as those being bitterly con- 
tested before the Board. 

When on September 10, 1949 the re- 
port of this board was made and its 
findings given general and immediate 
public acceptance, the adoption of la- 
bor-management pension and medical 
care programs seemed assured. Follow- 
ing this, the application of the economic 
recommendations and the philosophy of 
the Board’s report became the central 
issue, not only in the steel industry but 
throughout all major industry. The 
first successful application of the board’s 
report—and the union’s program of 
principles presented to the company 
months earlier—was made in the Ford 
settlement soon thereafter; however, it 
was not until after major strikes that 
these principles were generally applied. 

The findings of the Steel Industry 
Board implemented the public policy 
which court decisions had earlier estab- 
lished. The principles set forth in the 
Board’s report ‘will, in the years ahead, 
materially influence the development 
of medical care programs established 
through collective bargaining, and to a 
large extent community programs as 
well. Perhaps the most significant of 
the principles set forth by the board is 
stated in the following quotation: 


We think that all industry, in the ab- 
sence of adequate government programs, 
owes an obligation to the workers to pro- 
vide for maintenance of the human body 
in the form of medical and similar benefits 
and full depreciation in the form of old 
age retirement—in the same way as it 
does now for plant and machinery. This 
obligation is one which should be fulfilled 
by enlightened business management, not 
when everything else has been taken care 
of but as one of the fixed costs of doing 
business—one of the first charges before 
profits. 


The board further found that: “In 
general, the system of insurance estab- 
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lished by the parties should be noncon- 
tributory.” 


: : 
EXISTING ARRANGEMENTS [NADEQUATE 


When unions and management were 
confronted with the immediate problem 
of developing effective programs for the 
provision of benefits being negotiated, 
they found an inadequate and confused 
existing pattern. Inadequate benefit 
standards prevailed in the insurance 
company programs as well as under the 
Blue Cross and Blue Shield plans, partly 
because the voluntary pay-roll deduc- 
tion method of financing had not per- 
mitted higher standards. And often the 
workers with the heaviest financial re- 
sponsibilities, the ones who most needed 
protection, were least able to buy it. 
Employers—not representatives of the 
workers and management—had planned 
with their insurance brokers the health 
insurance programs available to indus- 
trial workers. There was a general ab- 
sence of careful consideration and fo- 
cused attention in developing arrange- 
ments with insurance companies, with 
voluntary plan organizations, or with 
representatives of the hospitals and phy- 
Sicians for program standards which 
would most effectively meet the workers’ 
needs. Unions, without voice in plan- 
ning the operation of programs, could 
not effectively influence either the in- 
surance companies or the nonprofit 
plans in the kind or the level of benefits. 
Because employers had generally re- 
fused to include health insurance within 
the scope of collective bargaining until 
the National Labor Relations Board and 
court decisions compelled them to do so, 
joint union-management planning of 
health insurance programs was imprac- 
tical. 

A major barrier to the establishment 
of health insurance programs prior to— 
as well as at the time of—application 
of collective bargaining was the absence 
of agencies prepared to provide compre- 
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hensive hospital and medical service 
programs. Insurance companies had 
failed to develop hospital and medical 
service programs; their benefit stand- 
ards were low and restrictive, and they 
were reluctant to underwrite the risk of 
service programs or experiment with ar- 
rangements for provision of the hospital 
and medical services needed by the 
worker and his family. Instead, they 
elected to provide cash indemnity al- 
lowances toward meeting the cost of 
necessary care. These cash indemnity 
benefits were generally low in order to 
obtain sufficient .participation to permit 
application of the insurance principle. 
Consequently, before the focus on health 
insurance in collective bargaining, the 
average insurance company hospitaliza- 
tion benefit for covered industrial work- 
ers was about one-third to one-half of 
the actual cost of their hospitalization, 
and coverage for dependents was fre- 
quently: more restrictive or not included. 
The surgical benefits were also inade- 
quate to about the same extent, and re- 
lated essential services were often omit- 
ted. The nonsurgical benefits were lim- 
ited to a few items and were insufficient 
in amount to meet the cost of care. 


WEAKNESSES OF BLUE CROSS AND 
BLUE SHIELD 


Blue Cross plans on the whole offered 
somewhat better protection than the 
commercial group hospitalization insur- 
ance programs. Since the end of the 
war Blue Cross plans had tended toward 
cash indemnity rather than toward the 
service programs which they had in- 
itially intended to provide. This shift 
was caused by the sharp increase in 
hospital costs and the fear of many 
Blue Cross boards that the higher pre- 
miums required for service programs 
would limit participation and retard ex- 
pansion of the Blue Cross movement. 
Some of the state-wide and local Blue 
Cross plans had less satisfactory benefit 
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standards than were available from 
commercial insurance companies. There 
was no uniform national Blue Cross 
benefit standard or membership plan; 
each state-wide or local plan had its 
own benefit and cost structure. 

The Blue Shield plans, independently 
organized on a state or local basis, were. 
the only agencies other than the insur- 
ance companies providing surgical and 
medical benefits, throughout most of 
the Nation. They had enrolled far 
fewer people than Blue Cross, and 
unions felt that the Blue Shield plans 
had not kept pace with changing social 
and economic developments by meeting 
the need for broader and more compre- 
hensive coverage. Although the Blue 
Shield plans included arrangements with 
physicians whereby the amounts al- 
lowed would constitute full payment for 
physicians’ services, this apparent ad- 
vantage was negated by a policy of per- 
mitting physicians to make additional 
charges to workers with incomes over 
an established ceiling which tended to 
be less than most workers were then 
earning. Other difficulties experienced 
with these plans were the general ex- 
clusion of nonsurgical medical services, 
and the almost total absence of labor 
representatives on the governing boards 
of trustees, which would offer hope for 
the expansion of the scope of services 
under the plans in the direction of com- 
prehensive coverage. 


COMPREHENSIVE Locat PLANS 


At the time of the recent collective . 


bargaining drive for medical care plans, 
there were in a few areas local programs 
which approximated the kind of com- 
prehensive program desired by labor. 


The most outstanding of these local - 


plans was the Health Insurance Plan of 
Greater New York—the only city-wide 
plan in the United States combining 
prepayment for comprehensive medical 
services with group practice. This pro- 
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gram was organized and directed under 
a committee composed primarily of per- 
sons representing the general public, 
including labor, in contrast to the exist- 
ing general pattern of medical-society- 


- controlled or physician-owned insurance 


plans. 

On the West Coast and limited to a 
few cities, the Permanente Health Plan 
had been organized to make available 
on a health insurance basis a complete 
medical care program, including hos- 
pitalization benefits. 

Another local approach to the medi- 

cal care problem was that of the Labor 
Health Institute in St. Louis. This 
nonprofit organization, established in 
1945 with funds obtainéd in collective 
bargaining, provided complete medical 
services on a group practice basis for 
the worker and his family. 
. Although less important to industrial 
workers, the Group Health Association 
of Washington, D. C. was also making 
available the kind of complete medical 
care program preferred by organized 
labor. 

With possibly a few other exceptions, 
such as the Ross-Loos Clinic in Los 
Angeles, these were the only medical 
care agencies prepared to render com- 
plete medical services on an insurance 
basis to industrial workers. 


AVAILABLE CHOICES 


Two years ago, when the large CIO 
unions, such as the United Automobile, 
Aircraft, and Agricultural .Implement 
Workers, undertook the planning of 
their medical care programs under col- 
lective bargaining, there seemed to be 
only two alternatives for the immediate 
and nation-wide provision of benefits: 
(1) group insurance plans available 
from commercial insurance companies, 
and (2) the Blue Cross and Blue Shield 
programs. Although the Health Insur- 
ance Plan of Greater New York was the 
obvious choice for workers in the New 
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York City area, as was the Permanente 
Health Plan in a few West Coast cities, 
similar agencies did not exist in more 
than a few localities. 

The establishment of separate medi- 
cal care facilities, such as clinics for 
workers to be covered under the pro- 
grams, was considered impractical be- 
cause of the wide geographic spread of 
workers represented by the large in- 
dustrial unions of the CIO, and because 
of the large initial capital outlay re- 
quired. Further serious objection seen 
in this approach was the delay involved 
in obtaining, equipping, and staffing fa- 
cilities before services, even of a limited 
scope, could be made available. 

In view of the insistence of both 
workers and management, that benefits 
be immediately available, the United 
Mine. Workers’ approach was, in the 
beginning at least, impractical because 
it necessitated direct negotiations with 
hospitals and groups of physicians. in 
hundreds of localities throughout the 
United States and Canada. Serious con- 
sideration likewise was given to the co- 
operative group practice medical care 
plan pattern, and this approach was 
found to present many of the same diffi- 
culties as the establishment of clinics 
and health centers. 

The unions recognized that the prac- 
tical choices available for the provision 
of benefits under the recent collective 
bargaining programs did not meet la- 
bor’s objectives. Medical care programs 
require not only provision for prepay- 
ment, but also assurance of a compre- 
hensive medical service which will in- 
clude preventive and treatment services 
of the highest quality. This means, by 
necessity, the development of group 
practice units staffed with physicians 
‘and auxiliary personnel and integrated 
with a co-ordinated community clinic 
and hospital plan. Until labor has 
available to it such prepaid comprehen- 
sive medical service programs, the prob- 
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lem for the worker and his family has 
not been met. 


ADVANTAGES OF BLUE CROSS 


In the absence of generally available 
medical service programs, the first step 
was to move from cash indemnity bene- 


fits to a benefit standard that would 


cover the cost of the services for which 
insurance was available. Since no or- 
ganization existed for doing this on a 
nation-wide basis, nor in most states on 
a state-wide basis, an approach had to 
be taken which would lead in this di- 
rection. 

After a study of the possibilities of 
eventual development of the insurance 
company program into service programs, 
it became obvious that the Blue Cross 
plans, even though they were limited in 
scope and had numerous restrictions, 
had greater potentiality for development 
of hospitalization service benefits than 
did the insurance company plans. The 
Blue Cross organization can do what no 
insurance company or group of com- 
panies has been able to do on a large 
scale; that is, to cover all items on the 
hospital bill. Blue Cross plans have the 
advantage of being able to.underwrite 
the full cost of hospitalization because 
of their organic affiliation with the 
hospitals. This facilitates satisfactory 
contractual agreements with hospitals. 
Also, the nonprofit character and tax 


‘advantage of the Blue Cross plans per- 


init lower overhead costs. Another very 
important consideration to labor ‘in uti- 
lization of the Blue Cross plans is the 
possible strengthening of the plans by 
making them responsive to workers’ 
needs through such methods as labor 
and public representatives on the gov- 
erning boards of trustees. 

Because of these advantages which 
Blue Cross can offer, as against the in- 
surance company plan of so many dol- 
lars a day toward room and board costs 
and a fixed amount toward the cost 
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of “extras,” hospitalization benefits for 
workers and their families under labor- 
management contracts are generally be- 
ing provided through Blue Cross. With 
the support of labor and management, 
Blue Cross has arranged for national 
and uniform coverage for large groups 
of workers and their families. Under 
the steel industry contracts, for example, 
workers are guaranteed approximately 
full coverage of hospital bills; and un- 
‘der the automobile industry contracts, 
the entire hospital bill is being covered. 

The effect of labor’s demand for full 
coverage of hospital services has been a 
substantial improvement in community 
Blue Cross standards throughout the 
Nation, and a reversal of the earlier 
trend toward restrictive cash indemnity. 
In addition, the labor-management pro- 
grams with full or partial employer 
financing have resulted in a great in- 
crease in participation of workers and 
their families under health insurance 
provisions of collective bargaining con- 
tracts. This means a more stable finan- 
cial situation for Blue Cross and will 
make it possible for these plans to un- 
dertake broader coverage for the total 
community. 


PoTrENTIALITIES OF BLUE SHIELD 


Attainment of a satisfactory standard 
of hospital service is more easily accom- 
plished than of medical and surgical 
service. Realizing the disadvantages in 
covering only the cost of inpatient care, 
it seemed nevertheless advisable to be- 
gin with such care, since the workers’ 
most acute economic problem is ill- 
ness commonly involving hospitalization. 
Furthermore, no mechanism is available 
for provision of home, office, or clinic 
care on a service basis. 

Since there is little advantage to la- 
bor as between provision of in-hospital 
medical and surgical benefits offered by 
commercial insurance companies and 
that offered by most Blue Shield plans, 
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both types of plans have been utilized. 
Blue Shield, as a medical-society-spon- 
sored organization, has the same organi- 
zational advantages as Blue Cross for 
development of the type of medical care 
programs which labor feels are neces- 
sary. Because of its sponsorship by or- 
ganized physicians, it could, more easily 
than most organizations, develop a com- 
prehensive medical service through con- 
tractual arrangements with physicians 
on an area-wide basis. It is possible to 
attack the problem of quality of medi- 
cal services within the Blue Shield 
framework through encouragement of 
such measures as group practice. 

It is also administratively feasible for 
Blue Shield to develop the scope of serv- 
ices and methods of payment necessary 
to meet the needs of workers. If it is 
to meet these needs, provision must be - 
made to assure that payments to physi- 
cians under the program constitute full 
payment for services provided; that 
coverage is extended during periods of 
layoff and sick leave; and that there is 


.an integration of coverage with Blue 


Cross to eliminate gaps such as chronic 
illness and care in home and office, in- 
cluding diagnostic services. In addition, 
if Blue Shield is to assume the same role 
in labor-management programs as that 
of Blue Cross, it is necessary for Blue 
Shield to broaden the base of its policy- 
making boards of trustees to include a 
substantial representation of the persons 
for whom the program is intended. 
Although it is administratively fea- 
sible for Blue Shield to meet these re- 
quirements for an improved program, it 
appears doubtful that it will do so. 


Lagor’s SOLUTION 


In the absence of a governmental na- 
tional health insurance program, there 
is no choice for responsible unions but 
to take the position that, to the extent 
congressional action does not meet the 
need for workers’ security, such provi- 
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sions must be sought through collec- 
tive bargaining. This means relentless 
and mounting pressure on two fronts— 
the legislative and collective bargaining 
—for resolving the problem of medical 
care. Labor is determined to bring a 


satisfactory standard of hospital and ~ 


medical care within reach of all work- 
ers and their families, and that deter- 
mination will have a significant influ- 
ence. on the pattern-of organization of 
medical services as well as on the meth- 
ods for meeting the costs. Inclusion of 
medical care in collective bargaining 
largely removes the problem of inade- 
quate financing which has prevented the 
development of comprehensive medical 
‘service programs, and it can therefore 
be expected ‘that the experience in pilot 
prepaid group practice plans will be 
widely: applied. : 

The results of Jabor’s efforts will be 
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evident in a strengthening of health fa- 
cilities and services not only for union 
members but for all groups in the com- 
munity. i 

The underlying implication of these 
facts is that labor and the health pro- 
fessions are going to work more closely 
together in finding solutions for the 
problems of medical economics and of 
administrative methods for assuring 
higher quality of medical services to all 
segments of society. And with employ- 
ers accepting the principle of health in- 
surance as an aspect of collective bar- 
gaining, labor arid the medical profes- 
sions have a new ally in finding the best 
solution. Through this kind of co-op- 
erative effort, the forces for progress— 
toward governmental and nongovern- — 
mental programs—have been created. 

In a democracy, this is how the peo- 
ple resolve their social problems.. ` 


Harry Becker, Detroit, Michigan, is director of the UAW-CIO Social Security Depart- - 
ment and of the UAW-CIO Health Institute, and is a labor representative on the Boards 
-of Trustees of Michigan Hospital Service (Blue Cross) and Michigan Medical Service 
(Blue Shield). For five years he was with the Federal Security Agency, where he was 
director of administrative methods and medical care administration consultant. And he 
has served in numerous similar capacities on the city, state, and national levels. 


Dental Service 


By Jacos M. Wisan 


URVEYS reveal that relatively few 
persons obtain what may be termed 
complete dental care. ‘To illustrate, a 
recent national poll indicated that nearly 
half of the adult population had not 
visited a dentist within the last two 
years. Since more than 90 per cent of 
the American people have dental de- 
fects, the conclusion is inevitable that 
few- persons obtain complete dental care. 
The widely used term “adequate den- 
tal treatment” requires interpretation. 
For the purpose of clarification, the fol- 
lowing terminology is suggested: (1) 
“emergency treatment”: service. for the 
relief of pain and removal of acute in- 
fections; (2) “expedient treatment”: 
‘treatment beyond emergency but cur- 
tailed by inadequate personnel and 
limited financial resources, or by indif- 
ference to or ignorance of need; (3) 
“complete dental treatment”: all dental 
treatment necessary to establish and 
maintain dental health. Neither emer- 
gency nor expedient dental care. will 
maintain oral health, but complete den- 
tal care entails continuity of attention, 
expenditure of money, and avaabiity 
of dentists. 


DENTAL SERVICE REQUIREMENTS 


Several estimates have been offered 
of the number of dentist-hours required 
to render complete service. ` Beck ? esti- 
mated that 9.4 dentist-hours would be 
necessary for initial care for the aver- 
_age person, and 3.6 dentist-hours for 
annual maintenance care. If all den- 


1 National Health Assembly, America’s Health 
(New York: Harpers, 1949), pp. 277-79. 

2 Dorothy F. Beck, Dental Care for Adults 
(Lancaster, Pa.: American College of Dentists, 
1943), p. 242. 
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tists in the United States operated 2,000 
hours per year and distributed their 
services equally among the population, 
they could give to each person only one 
hour. Presumably the Nation requires 
many times the number of dentists cur- 
rently practicing to meet the present 
and potential dental care needs of all 
the people.: 

The following résumé of data on den- 
tal care will demonstrate even more 
convincingly the lagst which exist in 
meeting dental needs: (1) Dental dis- 
ease affects more than 90 per cent of all 
persons. (2) Fifty per cent of two- 
year-old children have one or more 
carious teeth. (3) At the age of six, 


` children usually have three or more pri- 


mary teeth which have been attacked 
by dental caries. (4) Eleven per cent 
of the children aged 12 to 14 require 
orthodontic treatment. (5) The aver- 
age person aged 16 has seven decayed, 
missing, or filled teeth involving 14 
tooth surfaces. (6) It is probable that 
today’s children will lose 50 per cent of | 
their teeth before the age of 40. (7) 
Persons of low income lose their teeth 
sooner than do persons of high income.’ 

One of the complicating factors in 
meeting dental needs is the uneven dis- 
tribution of dentists. Some states have 
approximately four times the relative 
number of déntists found in sparsely 
populated states. Within the states, 


3G. D. Timmons, “The Dental Health of 


_the Nation,” Journal of the American College 


of Dentists, XVI (1949), 174. 
- 4N, F. Gerrie, “Dental Public Health,” Jour- 
nal of. the American Dental Association, XL 
(June 1950), 755. 

5 Henry Klein, “Tooth Mortality and Socio 
Economics,” Journal of the American Dental 
Association, XXX (1943), 80-95, 
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rural areas show relatively fewer den- 
tists than do cities. However, the wider 
use of automobiles, the improvement of 
roads, and the establishment of rural 
bus routes have made it easier for coun- 
try people to visit city dentists. 

One cause for optimism in the field 
of dental health has been the increased 
emphasis on research for preventive 
measures. Topical applications of fluo- 
ride and fluoridation of public water 


supplies have proved their worth, so` 


one may hope for lower incidence and 
prevalence of dental caries. 


DENTISTS IN PRIVATE PRACTICE 


In the United States most of the den- 
tal treatment is given by dentists in 
private practice. The study of child 
health services conducted by the Ameri- 
can Academy of Pediatrics revealed that 
-approximately 96 per cent of the chil- 
dren. who obtained dental treatment 
visited private dentists.© In Washing- 
ton, D. C., where one of the most in- 
tensive dental care programs for school 
age children is conducted, only 12 per 
cent of the public school population 
were reported as going to school clinics. 
Sufficient data are lacking to show the 
number of adults attending public clin- 
ics, but the percentage seems to be low. 

About nine out of ten dentists in ac- 
tive practice in the United States are in 
private practice, though many partici- 
pate in programs conducted by official 
and nonofficial agencies. For instance, 
the United States Veterans Administra- 
tion has reported that 84 per cent of 
the service-connected dental defects of 
veterans were treated in private offices. 
Similarly, welfare agencies and depart- 
ments of health defray the cost of au- 
thorized dental care rendered by private 
dentists to persons accepted for treat- 
ment at public expense. 

ey, T. Fulton, “Dental Care for Children,” 


American Journal of Public Health, XL (April 
1950), 401. 
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` 
FEDERAL PROGRAMS 


The United States Public Health Serv- 
ice provides for the treatment of sea- 
men, coast guard personnel, immigrants 
at immigrant stations, officers and em- 
ployees of the Public Health Service, 
Federal prisoners, lepers, and patients 
at Federal narcotic hospitals. Demon- 
strations have been undertaken by the 
Service with the co-operation of two lo- 
cal communities to treat all school chil- 
dren in order to study needs, costs, and 
techniques for dental treatment ‘of chil- 
dren. Also, programs have been estab- 
lished in 34 states (1949) to, demon- 
strate topical application of sodium 
fluoride. 

The United States Public Health Serv- 
ice and the United States Children’s Bu- 
reau administer grants-in-aid to the 
states for various types of dental care 
programs or projects related to dental 
health. The Army and Navy provide 
dental services for their officers and en- 
listed men. The Offce of Indian Affairs 
in the United States Department of In- 
terior includes some dental service in 
the provisions for Indians. An exten- 
sive dental care program is maintained 
by the Veterans Administration. Serv- 
ice-connected defects are corrected in 
private offices or regional dental clinics. 
Veterans hospitalized in Veterans Ad- 
ministration hospitals are given routine 
dental treatment. 


STATE PROGRAMS 


Many state health departments, work- 
ing through local health units or other 
local groups provide for dental care of 
preschool and school-age children of low 
income families.’ Usually, the care in- 
cludes prophylaxis, extractions, and fill- 
ings. Noteworthy are the provisions for 


` TA, O. Gruebbel, “Dental Services and Den- 

tal Personnel in State Health Departments,” 
Journal of the American Dental Association, 
SEXY (1945), 1281-1288. 
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orthodontic service under crippled chil- 
dren’s programs, which are operated on 
the basis of Federal-state co-operation. 
Welfare departments often are respon- 
sible for dental care of patients in cer- 
tain state hospitals, state. institutions, 
and state prisons. Public assistance 


agencies in charge of old-age assistance . 


and aid: to dependent children assume 
responsibility for payment for dental 
service to the persons on their rolls. 


Recently several states have organ-- 
dental welfare pro- — 


ized state-wide 
grams.2 Maryland has embarked on a 
program of public medical care for the 
indigent and medically indigent. About 
-7 per cent of the total funds are used 
for dental services. Dentists are paid 
on a fee-for-service basis and are free to 
provide whatever treatment their pro- 
fessional judgment indicates. There-are 
restrictions as to prosthesis because of 
the high cost of dentures and the insuffi- 
ciency of general funds. As of June 
1949, 40 per cent of the practicing den- 
tists provided services for the Maryland 
program. During 1949, $38,635 was 
spent for 3,771 dental cases, an aver- 
age of $10.25 per case. In the state of 
Washington, recipients of any type of 
public assistance are. eligible for den- 
tists’ services when authorized by the 
county welfare departments. 


LOCAL -PROGRAMS 


It is quite difficult to classify local 
dental treatment programs. The di- 
versity of approaches, policies, and pro-. 
cedures may be due to lack of accepted 
standards or to variations in needs, re- 
sources, or community leadership. 

‘Local tax-supported dental care pro- 
grams are administered by boards of 
education, health departments, or. wel- 
fare departments. In many communi- 


8A, O. Gruebbel, “Dental Health Programs 
Now in Operation,” Journal of the American 
College of Dentists, XVI (1949), 139-56. 
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ties boards of education provide for den- 
tal inspections of school children and 
for treatment of those whose parents 
cannot afford private dental care. The 
service given in school clinics is gener- 
ally limited to prophylaxis, extractions, 
and fillings. In some instances, only 
children of the lower grades are in- 
cluded. A number of city or county 
health departments maintain dental care 
programs for preschool as well as school- 
age children. Little service is provided 
for adults: only a few health depart- 
ment programs include fillings, and even 
fewer report insertion of dentures. Simi- 


. larly, city and county welfare depart- 


ments provide for emergency treatment 
of needy adults. Dentures where ur- 
gently needed are included in a few 
localities, 

One of the most liberal dental pro- 
grams for the needy is that maintained 
by the Chicago Welfare Department. 


For children “preventive and restorative 
operative dentistry in all its branches” is 
made available with the exception of ortho- 
dontic procedures and the use of precious 
metals for filling material. Services for 
adults include: operative dentistry for re- 
lief of pain and elimination of infection; 
root canal therapy in rare cases; prophy- 


‘laxis under certain conditions, with clean- 


ing and polishing of teeth for purely aes- 
thetic reasons excluded; fillings (cement, 
amalgam, synthetic porcelain); repairs of 
dentures; surgery (simple extractions, re- 
moval of impacted teeth when necessary ' 
for relief of pain or protection of health, 
fractures of jaw), roentgenograms if im- 
perative for diagnostic purposes; and sub- 
ject to special approval, major oral surgery 
in emergency cases, partial or complete 
dentures under certain conditions, bridge- 
work in rare instances, and emergency den- 


` tal service in the home for bed-ridden pa- 


tients.® 
As Blackerby has said, 


®Franz Goldmann, Public Medical Care 
(New York: Columbia University Press, 
1945), p. 91. 
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The relatively high cost of dental care 
programs compelled most administrators to 
spread their programs thinly over a wide 
area in order that they might serve as 
large a part of the population as possible 
. .. the services have been of a strictly 
emergency nature, encouraging the public 
to believe that such limited services were 
adequate for health services.1° 


Among the community dental care 
programs reviewed, few instances of co- 
ordination were noted. Where different 


_ agencies did collaborate in caring for’ 


oral health, facilities were used to better 
effect, and overlapping was minimized. 

Hospitals in many cities maintain 
dental clinics for outpatients where 
needy persons may obtain emergency 
treatment by dentists on the hospital 
staff. Oral surgeons on hospital staffs 
treat inpatients with jaw fractures or 
oral lesions. A few hospitals have com- 
prehensive dental care programs. Ex- 
amples are the Beth Israel Hospital of 
Newark, New Jersey, and the Children’s 
Hospital of Boston, Massachusetts. 

The Rhode Island Hospital of Provi- 
dence, Rhode Island, aided by endow- 
ments, has established a low-cost den- 
tal care program for children of mar- 
ginal income families in its Joseph 
Samuels Dental Clinic for Children. 
Participating dentists are paid either an 
hourly fee or an annual salary. Dental 
care is provided for children up to 16 
years of age at the rate of $1.00 to $2.00 
per visit. Selected cases requiring or- 
thodontic treatment are sent to ortho- 
dontists who arrange for special pay- 
ments by patients. 

Endowed institutions such as the For- 
syth Dental Infirmary, Boston, Massa- 
chusetts, the Zoller Memorial Fund, 
Chicago, Ilinois, the Eastman Dental 
Clinic, Rochester, New York, the Mur- 


10p, E. Blackerby, “Treatment in Public 
Health Dentistry,” in Pelton and Wisan, Den- 
listry in Public Health (Philadelphia: Saun- 
ders, 1948), pp. 209-10. 
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ray and Leonie Guggenheim Dental 
Clinic, New York, New York, and. the 
Childrens Fund of Michigan, supple- 
ment the services of public agencies by 
offering dental services to children of 
low income families. The Zoller Clinic 
accepts adults as well. These programs, 
financed by liberal endowments, include 
research and training of graduate per- 
sonnel. 

Voluntary community agencies not 
infrequently arrange with private den- 
tists or public clinics to treat persons 
sent by them. An example of a spe- 
cialized nonprofit voluntary agency sup- 
porting a dental clinic for persons un- 
able to pay the fees of private dentists 
is the Dental Health Service of New 
York City, organized in 1917. Licensed 
by the state of New York, it received 
some philanthropic aid and charged low 
fees to patients. In 1949 fifteen part- 
time dentists (nine hours per week) 
treated 1,903 patients at a five-chair 
clinic. The total cost of the program © 
was $56,560, or $21 per patient. The 
majority of dentures cost the patients 
$65. The 1949 report explains “that a 
major contribution to the solvency of 
Dental Health Service remains that 
made by the dentists and auxiliary per- 
sonnel constituting the staff of 24. Their 
compensation still trails well behind that 
found in comparable employment.” 


INDUSTRIAL DENTAL PROGRAMS 


A number of industrial companies 
provide for dental care as part of the 
services supported by prepayments or 
by company resources. Most of these 
programs furnish X rays, prophylaxis, 
extractions, and fillings; a few offer 
dentures and other replacements.™ 

The dental program at the Consoli- 
dated Edison System of New York City 


11 Margaret C. Klem, “Medical and Dental 
Care in Prepayment Medical Care Organiza- 
tions,” Journal of the American Dental Asso- 
ciation, XXXIII (1946), 330. 
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is one of the oldest dental care projects 
sponsored by an industrial concern. 
Employees and the company each con- 
tribute seven-ninths of one per cent of 
the weekly wage of the employee. The 
company meets any deficits. From 
these contributions the following dental 
services are provided to employees earn- 
ing less than $5,000 annually: pre-em- 
ployment dental examination; X-ray 
examination; prophylaxis; silver, amal- 
gam, cement, and silicate fillings; ex- 
tractions; oral surgery; and alveo- 
lectomy. Infected impactions are also 
treated. Dentures are inserted in speci- 
fied cases. The treatment is given by 
private dentists who are paid an hourly 
fee. Where replacements are inserted, 
dentists are paid $50 per denture in ad: 
dition to the hourly fee. Thirty-three 
thousand, or 99 per cent of the eligible 
membership, are cared for by 49 com- 
munity dentists. ; 

Most industries having dental pro- 
grams limit their services to some or all 
of the following: . pre-employment ex- 
-amination, prophylaxis and X-ray diag- 
nosis, emergency treatment, treatment 
of occupational diseases, and educa- 
tional programs urging correction of 
dental defects. 


PREPAYMENT SERVICE 


‘Blue Shield plans cover dental treat- 
ment of their subscribers to a limited 
extent, as the géneral surgical care pro- 
vided largely in the hospital is inter- 
preted as meaning “operative and cut- 
ting procedures for the treatment of 
disease or injury and the treatment of 
fractures and dislocations.” 

The Group. Health Association in 
Washington, D. C. provides the follow- 
ing dental services: X rays, extractions, 
fillings, pulp treatment, treatment of 
gum diseases, bridges, and dentures. 
Membership is limited to those who pay 
an initial fee of $10 and who agree to 
complete dental service. The deposit is 
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applied toward the services, which are 
paid for on a fee-for-service basis. Be- 
cause of lack of actuarial data, it has 
been necessary to postpone the intro- 
duction of prepayment until sufficient 
information on the actuarial basis has 
been acquired. By July 1, 1950, 2,700 
members had been accepted. The staff 
consists of six dentists (five full-time, 
one three-quarter-time), two hygien- 
ists, six assistants, two laboratory tech- 
nicians, and one X-ray technician. The 
director reports the program to be on a 
paying basis. 

The Labor Health Institute in St. 
Louis, Missouri maintains a department 
of dentistry staffed by eight part-time 
dentists. All regular members of the 
organization receive diagnosis and treat- 
ment free of charge. Material and drugs 
are furnished on a cost basis at a stand- 
ard charge rate. 

Schools of dentistry maintain clinics, 
since they must provide opportunities 
for teaching and training in all phases 
of dentistry. They charge compara- 
tively low fees, making dental care ac- 
cessible to persons of low income. 


PROPOSALS FOR THE FUTURE 


Concerning the need for expanding 
facilities and enlarging opportunities for 
dental service, there is virtual agree- 
ment. Differences of opinion, however, 
develop wken specific proposals are 
made for providing more dental care 
than is presently given to the people in 
the United States. 


The American Dental Association 


The American Dental Association be- 
lieves that a comprehensive dental pro- 
gram including service, education, and 
research is needed? ‘The association 
proposes that dental care should be 
made available as rapidly as resources 


12 American Dental Association, A Dental 
Health Program for the Community, State, 
and Nation, Chicago, 1950. 
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will permit to all regardless of income 
or geographic location. Local commu- 
nities should determine methods for pro- 
viding services after consulting repre- 
sentatives of dental societies concerning 
technical and professional matters. Fed- 
eral grants-in-aid are considered an ac- 
ceptable method of supporting state 
dental programs if precautions are taken 
to safeguard the right of states to 
adapt policies to their needs. 
Among other recommendations, the 
association advocates private and com- 
munity programs which give priority to 
prevention and control of dental dis- 
ease in children and to the elimination 
of pain and infection in adults. Local 
dental societies are urged to inaugurate 
experimental voluntary prepayment and 
postpayment plans for medium and low 
income groups. Finally, the American 
Dental Association points out that den- 
tal care at the expense of the public 
should be related to ability to pay. 


The American Public Health Association 


The Subcommittee on Medical Care 
of the American Public Health Associa- 
tion -issued a statement recommending 
‘the following principles for dentists’ 
services: - 


Dental care should be included in the 
services provided in a national health pro- 
gram to the extent that available resources 
of dental personnel make possible. The 
current severe shortage of dentists and 
auxiliary dental personnel, however, neces- 
sitates a temporarily limited horizon for 
the provision of dental care to the public. 
Current emphasis must be directed to pre- 
ventive and protective dental care for chil- 
dren and to essential therapy for adults. 
Concurrently, the threefold attack on the 
overwhelming problem of dental diseases 
in the nation can be made by: (1) training 
larger numbers of dentists and other dental 
personnel; (2) use of multiple chairs by 
dental practitioners and the performance 
of subsidiary dental functions by auxiliary 
personnel under professional supervision in 
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order to increase the number of patients 
who can be served by a dentist and to 
achieve reductions in the unit cost ,of den- 
tal service; (3) increased research into the 
causes and methods of preventing and con- 
trolling the major dental disorders.2® 


Health insurance plans 


Congressional bills proposing the in- 
troduction of compulsory medical care 
insurance interpret the term “medical 
care” broadly, and therefore include - 
dental care, although with qualifications. 
Payment to dentists would be on a per 
capita, fee-for-service, or salary basis, 
as determined by a majority of partici- 
pating dentists in the various areas. 
The extent and type of services to be 
given are not defined. 

Voluntary dental insurance has been 
considered impracticable because of the 
high cost of correcting accumulated 
dental defects. Dr. Bissell B. Palmer, 
secretary of Group Health Dental In- 
surance, Inc., presented a plan of volun- 
tary dental insurance * which attempts 
to overcome this factor by stipulating 
that the insurance coverage be insti- 
tuted in two phases. In the first phase, 
following examinations, including X rays 
and prophylaxis, provided by the insur- 
ance carrier, the subscriber would pay 
for the correction of existing defects. 
In the second, the maintenance phase, 
all costs would be borne by the carrier. 


Auxiliary services 


Since dentists cannot meet the po- 
tential need for dental services, it has 
been suggested that auxiliary personnel 
fill children’s teeth. The advocates of 
this plan believe that dental hygienists 


13 American Public Health Association, Sub- 
committee on Medical Care, “The Quality of 
Medical Care-in a National Health Program,” 
American Journal of Public Health, July 1949, 
pp. 904-905. 

14See “Two Boroughs Get Dental Care 
Plan,” New York Times, July 12, 1950, p. 31, 
col. 8. 
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with two years’ training could thus in- 
crease the quantity of dental services 
provided for children. Those who op- 
pose contend that personnel with such 
limited training would provide sub- 
standard treatment which would eventu- 
ally worsen dental conditions. 
Admittedly, the dental care problem 
is a complex social issue. But there is 


ample agreement among proponents of . 


various plans to warrant the prediction 
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that the oral health of American people 
will be enhanced when government offi- 
cials, dental-society leaders, and repre- 
sentatives of the public co-ordinate their 
talents and resources. The Nation, the 
various states, and our local units of 
civil government have within their re- 
spective spheres the means to bring 
about the co-ordination of dentists, offi- 
cials, and lay persons for more effective 
dental health programs. 


Jacob M. Wisan, D.D.S., M.S.P.H., Brooklyn, New York, is chief of the Dental Serv- 
ice of the Veterans Administration Hospital in Brooklyn. He was formerly director of 
the Division of Dental Health Education of the American Dental Association; director of 
the Joseph Samuels Dental Clinic, Rhode Island Hospital, Providence, Rhode Island; 
chief of the Bureau of Dental Health, New Jersey State Department of Health, and den- 
` tal consultant to the Children’s Bureau. He is co-editor of Dentistry | in Public Health 
(1949) and has contributed to other books and journals. 


- Rehabilitation 


By Howard A. Rusk and Evcene J. TAYLOR 


O medicine, the term “rehabilita- 

tion” has long connoted “the resto- 
ration of the handicapped to the fullest 
physical, mental, social, vocational and 
economic usefulness of which they are 
capable.” In general usage, however, 
the term itself, during the past few 
years, has lost much of its significance, 
for it has been used to describe every- 
thing from correctional programs in 
modern penal institutions to the social 
and economic rebuilding of war-devas- 
tated countries. 

The modern concept of rehabilitation, 
which takes the patient from the bed to 
the job, springs both directly and in- 
directly from the war. The rehabilita- 
tion programs of the military services 
and the Veterans Administration dem- 
onstrated that planned, integrated pro- 
grams of convalescent care stressing 
activity as an adjunct to definitive 
treatment could reduce the period of 
hospitalization, offset the decondition- 
ing phenomena of bed rest, and prevent 
the harmful psychologic sequelae which 
often result from extended hospitaliza- 
tion. The techniques of physical re- 
habilitation and retraining for the se- 
verely handicapped developed by the 
military services also have profound im- 
plications for the even larger number of 
our civilian population who are disabled. 


WRONG APPROACH IN REHABILITATION 


Immediately following World War I 
there was a developing interest in in- 
creasing rehabilitation opportunities for 
the disabled. Unfortunately, this inter- 
est died in many quarters in the years 
between the wars. From it, however, 
did come some pioneer institutions and 
some needed legislation, such as the 


Federal Vocational Rehabilitation Act 
of 1920. 

The failure of the movement to gain 
sufficient stature to become an accepted 
part of medicine may be attributed to 
the fact that it was largely restricted to 
guidance, trade training, and the purely 
vocational aspects of rehabilitation. In 
many instances a comparatively large 
expenditure of time and money was 
necessary for vocational rehabilitation _ 
when, by the expenditure of a few 
weeks and a modest sum, the physical 
limitations could have been substan- 
tially reduced, with an automatic in- 
crease in employment potentials. 

Such restrictions made it impossible 
for the ‘state vocational rehabilitation 
programs operating under the Federal 
Office of Vocational Rehabilitation to 
give adequate service to their clients. 
Such failure is shown by the fact that, 
until the basic philosophy of this pro- 
gram was changed by the Barden-La- 
Follette Act of 1943, in twenty-three 
years only 210,000 persons were re- 
habilitated, although over 1,000,000 per- 
sons were in need of such aid at any 
given time during that period. 

Although the philosophy of rehabilita- 
tion—the third phase of medical care— 
is based on logic and common sense, 
basic and clinical research in medical 
rehabilitation has been. minimal until 
the past few years. Studies done in the 
military services, the inquiries of Keys, 
Barr, and others into the deconditioning 
phenomena of bed rest, and the numer- 
ous reports of Powers, Whipple, Dock, 
Menninger, Ghormley, and others on 
bed rest as it affects their particular spe- 
cialties, are indicative of an increasing 
mass of scientific data on which such 
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concepts are based. This evidence has 
been reinforced by the studies of suc- 
cessful experience with the impaired 
worker in industry, the economic values 
of rehabilitation as shown by the Office 
of Vocational Rehabilitation, and the 
success of the Veterans Administration 
Medical Rehabilitation Program. 


REHABILITATION IN THE VETERANS 
ADMINISTRATION 


At the war’s end, there was some 
skepticism regarding the value of medi- 
cal rehabilitation in the Veterans Ad- 
ministration hospitals for veterans of 
World War I and those of the Regular 
Army who suffered from chronic illness 
and long-standing disabilities. Some 
physicians feared that young veterans 
of World War II would soon lose am- 
bition, initiative, and a desire for per- 
sonal independence, through association 
with older veterans who had developed 
“hospitalitis” as a result of boredom, 
frustration, and hopelessness. In the 
veterans’ hospitals where comprehen- 
sive, dynamic rehabilitation programs 
are now in operation, the results have 
` been not only revealing but encouraging. 

Typical results obtained by the Vet- 
erans Administration are shown by a 
study of 130 patients with chronic neu- 
rologic disease in one hospital, all but 2 
of whom were World War I veterans, 
and many of whom had not been out of 
bed in ten years. After nine months of a 
“total push” program by the Neurologi- 
cal and Physical Medicine Rehabilita- 
tion Services, 25 had left the hospital 
and were employed; 40 others had been 
discharged to their homes, capable of 
light work; of those remaining, 30 were 
ambulatory and undergoing advanced 
rehabilitation, and 25 were capable of 
some self-care. All but 10 of the group 
had shown worth-while permanent im- 
provement.. With a five-year! expect- 
ancy of these patients and a per-patient- 
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day hospitalization cost of over $12, re- 
habilitation of this one group has saved 
the Government, and eventually the tax- 
payer, over $1,125,000. It would seem 
logical that a similar program for the 
civilian chronically ill would result in 
comparable savings. 

In another study at the Veterans Ad- 
ministration Hospital at Manhattan 
Beach in Brooklyn, through rehabilita- 
tion, 74 of a group of 126 patients suf- 
fering from, such diseases as arthritis, 
multiple sclerosis, paralysis, and Ber- 
ger’s, Parkinson’s, and heart disease 
have been discharged from the hospital 
and are now at home taking care of 
themselves. All but 13 of the original 
126 patients have recovered all or part 
of their ability for self-care. At the be- 
ginning of this program, 83 of these vet- 


erans were “completely hopeless”; but 


49 in that group have been rehabilitated 
to the point of complete independence, 
and the remainder are capable of self- 
care. 

Totally ignoring the tremendous so- 


‘cial gains from converting physically 


disabled indigents into self-sustaining 
citizens, studies of the Federal-State 
Vocational Rehabilitation have repeat- 
edly shown the economic values of vo- 
cational. rehabilitation. The approxi- 
mately 44,000 persons rehabilitated 
under the program of the Office of Vo- 
cational Rehabilitation in 1947 are now 
earning at a rate exceeding $70,000,000 
a year, and this year they will pay over 
$5,000,000 back to the Federal Govern- 
ment in Federal income taxes alone. 
Throughout the Nation, the average 
rehabilitant who receives such services 
is 31 years of age. Assuming that he 
has a work-life expectancy of about 34 
years and is employed 85 per cent of 
that period, he may be expected to re- 
turn, in Federal income taxes alone, ap- 
proximately $10 for every dollar the 
Federal Government expends upon his 
rehabilitation. 
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Tue Extent OF DISABILITY 


The lack of a systematic approach 
requiring the reporting of cases of 
physical disability to a central agency, 
together with varying subjective inter- 
pretations of “what constitutes a handi- 
cap,” makes it difficult to stake out the 
-boundaries of the field of rehabilitation 
and services to the handicapped in any 
quantitative fashion. 

Although a census of such conditions 
has been proposed on several occasions, 
there has never been a complete survey 
of the extent of disability in the United 
States. The most comprehensive source 
of information at present is the Na- 
tional Health.Survey, conducted by the 
United States Public Health Service in 
1935-36. In this survey, 800,000 fami- 


lies in 83 cities and 23 rural areas of 19. 


states were studied. The reliability of 
this study has been demonstrated in 
other extensive surveys on the extent of 
chronic disease and crippling conditions, 
and although results are not strictly 
comparable, because of different meth- 
ods of enumeration, they bear out the 
fact that the National Health Survey is 
probably the best source available for 
such statistics, although later studies 
indicate that its results are conservative. 
Although the focus of attention has 
been the disabled veteran, the extent 
of disability among our civilian popula- 
tion is far greater. There -were 20,500 
amputations among servicemen during 
World War II, but over 120,000 major 
amputations during the same period 
among our civilian population. Ap- 
proximately 1,500 men were blinded 
while in military service during the last 
war, but 60,000 civilians lost their sight 
during that period. Some 265,000 men 
were -permanently disabled as a result 
of combat injuries during the war, but 
1,250,000 civilians were permanently 
disabled by disease and accidents in the 
corresponding four years. 
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There were in 1935-36 some 23,- 
000,000 persons in the United States 
handicapped to some extent by disease, 
accidents, maladjustment, or war. One- 
third of all draftees were rejected as 
unfit, and more than 1,000,000 had to 
be discharged shortly after induction. 
In 1946, 10,400,000 persons suffered 
disabling accidents, and of these, 370,- 
000 were disabled permanently. It is 
estimated that there are over, 7,000,000 
persons in the United States disabled 
by diseases of the heart and arteries, 
6,850,000 from rheumatism and arthri- 
tis, and 2,600,000 from orthopedic con- 
ditions. : . 

These are the numbers, but they can- 
not tell the story of pain, anxiety, suf- 
fering, and all the vital secondary prob- 
lems that disease and disability leave in 
their wake. Aside from pain and wear- 
ing personal and family anguish, the 
economic costs of disease and disability 
are staggering. 


CHRONIC DISEASE 


Medicine’s Number One problem is 
no longer the acute, communicable dis- 
eases which claimed their victims with 
dramatic swiftness, but is the slow and 
insidious processes of the chronic dis- 
eases dnd the disabilities which they 
leave in their wake. 

One of the principal causes of the in- 
creasing prevalence of chronic disease 
has been the great advances in medical 
and surgical care which have prevented 
death and produced an aging popula- 
tion. Two thousand years ago the av- 
erage length of life was 25 years; at the 
turn of the century it was 49; recently 
compiled 1948 mortality statistics of the 
National Office of Vital Statistics show 
that the average length of life in the 
United States has increased to 67.2 
years. The average length of life of 
white women has now reached 71 years; 
that of white men, 65.5. 


REHABILITATION 


When asked in January 1950 to com- 
ment on the events of greatest signifi- 
cance which: had occurred in the first 
half of this century, Mr. Bernard M. 
Baruch, with his usual sagacity, listed 
the increase of man’s life span by 18 
years in a period of 50 as having even 
more profound medical, economic, and 
social implications than such things as 
atomic energy, air transportation, and 
communication. 

As our population becomes older, it is 
to be expected that the incidence of 
chronic disease and its resultant physi- 
cal disability will increase correspond- 
ingly; studies indicate that the higher 
the age group, the greater is the- per- 
centage of chronic disease and disability. 
In the National Health Survey, 1935- 
36, the following incidence rates per 
1,000 persons were found of persons 
with a chronic disease or impairment 
on a given day: over 65 years of age, 
515; aged 45 to.64, 309; aged 20 to 44, 
177; aged 5 to 19, 70; and under age 5, 
34. Rates for total and permanent dis- 
ability per 1,000 population. were: over 
age 65, 75; aged 45 to 64, 22; aged 20 
to 44, 8; aged 5 to 19, 4; and under age 
5, 1.6. 

In the study that the United States 
Public Health Service has conducted 
among 2,000 white families in the town 
of Hagerstown, Maryland, it was found 
that at age 25, about 35 of every 1,000 
persons have some chronic illness or 
some major disability; at age 45 the 


rate gradually rises to about 100 chronic . 


cases per 1,000 men and women. After 
that there is a much steeper climb, with 
nearly 250 out of 1,000 chronically ill 
at 60. At 80, more than half of the 
group needs regular medical care; and 
at 90, the rate is more than 900 per 
1,000. 


HOSPITALS AND THE CHRONIC SICK 


The hospital of today is being recog- 
nized more and more as the focal point 
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in public health activities. With the 
changing demands being placed upon it, 
because of the growing incidence of 
chronic disease and physical disability, 
it must also play a more important role 
in the rehabilitation of chronically ill 
patients. Hospitals in the past have 
concentrated almost solely upon the 
definitive aspects of medicine and sur- 
gery; but today the hospital must as- 
sume a greater responsibility for all 
three phases of medical care: preven- 
tion, definitive treatment, and rehabili- 
tation. 

Until medicine finds the specific an- 
swers to the problems of the diseases of 
the heart and circulation, rheumatic 
fever and arthritis, cerebral palsy, multi- 
ple sclerosis, poliomyelitis, and the other 
crippling diseases, we must utilize the 
techniques of physical rehabilitation, 
psychology, social service, vocational 
counseling, and the auxiliary specialties 
to teach the disabled to live within the 
limits of their disabilities but to the full 
extent of their capacities. 

We have in this country the finest in- 
stitutions in the world for medical care 
and for vocational training; yet there 
are but a small handful of civilian agen- 
cies and organizations equipped to pro- 
vide the physically disabled patient with 
the necessary retraining in physical 
skills which is a requisite for later vo- 
cational training. Hospitals complain 
that the chronically ill are responsible 
for their crowding, but they do little to 
provide many of them with the training 
services that will permit them to leave 
the hospital. 

It is agreed that a great many of 
those who are chronically ill must have 
general hospital care initially. Many, 
however, remain in the hospital purely 
because of the lack of any place to 
which they can go if they are dis- 
charged. Convalescent or nursing homes 
are totally inadequate to meet the need, 
and patients discharged to their homes 
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where there are no facilities for their 
care frequently have to be readmitted 
to the hospital. 

The problem of providing an inte- 
grated service for the chronically ill is 
a complex one. It affects tremendous 
- numbers of persons, numerous diseases 

and types of disability, various types of 
medical and semimedical institutions, 
and, particularly, all the community 
service agencies. There is one facet of 
the problem that stands out glaringly at 
the present time. That is the need in 
our general hospitals for total treatment 
of the chronically ill patient in terms of 
his whole problem. Many such patients 
cannot be rehabilitated to the extent of 
employability, but a great percentage 
can be rehabilitated to the point of suffi- 
cient self-care to enable them to live at 
home, requiring a minimum of aid from 
other members ‘of the family. 
` A diversified but integrated program 
` must be developed for such patients on 
the basis of their needs in meeting day- 
to-day life situations. They must be 
taught to utilize their residual physical 
abilities to the maximum. Except in a 
few isolated instances, the physically 
handicapped person must be retrained 
to turn over in bed, to dress and un- 
dress, to‘get from the bed to the wheel 
chair or the standing position, to walk 
and travel, to care for his daily needs, 
to use normal methods of transporta- 
tion, to use ordinary toilet facilities, to 
apply and remove his own prosthetic 
devices, and to communicate either 
orally or in writing. These are such 
simple things that they are frequently 
overlooked; but the personal, voca- 
tional, and social success of the handi- 
capped person is dependent on them. 


REHABILITATION IN GENERAL 
HOSPITALS 


Rehabilitation, in varying degrees, 
has been available in some tuberculosis, 
mental, and other specialized hospitals, 
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but little provision has been made for 
dynamic convalescent care and rehabili- 
tation for the 15,450,311 persons who 
were patients in general hospitals last 
year, 

The first comprehensive medical re- 
habilitation program in any community 
hospital in this country was started in 
the spring of 1947 at Bellevue Hospital 
in New York. Operated under the pro- 
fessional direction of the Department of 
Rehabilitation and Physical Medicine, 
the service has facilities for eighty pa- 
tients and offers a program of physical 
medicine, physical therapy, occupational 
therapy, corrective physical rehabilita- 
tion, social servicé, corrective speech, 
psychologic services, vocational guid- 
ance, education, and planned recreation. 
It operates as a service department to 
the other departments of the hospital, 
in much the same manner as the roent- 
genologic department and laboratory, 
and treats both inpatients and outpa- 
tients on reference from the other serv- 
ices of the hospital. 

The rehabilitation service in Bellevue 
Hospital, which will be enlarged to six 
hundred beds when presently planned 
construction is completed, is the first 
step in a plan by the Department of 
Hospitals of the City of New York to 
provide all patients in municipal hos- 
pitals of the city with medical rehabili- 
tation services. The extent to which 
this rehabilitation has entered into fu- 
ture planning in New York City, i 
both public and private hospitals, is 
shown by a recent report of the Hos- 
pital Council of Greater New York, in 
which it was suggested that 25 per cent 
of the bed capacity of the city’s general 
hospitals should be allocated for con- 
valescence and rehabilitation. This 
would mean one such bed for each 
1,000 of the city’s population. 

The interest in extending medical re- 
habilitation services in general hospitals 
is not, limited to New York or other 
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large urban areas. The Veterans Ad- 
ministration has recently established 
such services as major departments, 
with specified bed allocations, in all 
Veterans Administration hospitals. To- 
day there are approximately. 150 com- 
munities which have expressed interest 
in establishing rehabilitation centers. 
In some communities such centers will 


be a part of, and will be located within, — 


community general hospitals. In others 
they will be adjacent to a community 
hospital. In still others they will be 
separate community centers serving a 
number of hospitals. It is significant, 
however, that most are following the 
recommendations of the Baruch Com- 
mittee on Physical Medicine and Re- 
habilitation that such centers be medi- 
cally directed, and be associated with 


civilian hospitals and medical schools- 


if possible. . . 


Tue PRACTICE or REHABILITATION 


For any doctor, the practice of re- 
habilitation begins with belief in the 
basic philosophy that the doctor’s re- 
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sponsibility does not end when the acute 
illness is ended or surgery is completed; 
it ends only when the physician has 
made proper referral to those agencies 
and institutions which are equipped to 
rehabilitate and retrain the patient with 
a residual physical disability. | 

This basic concept of the doctor’s re- 
sponsibility can be achieved only if re- 
habilitation is considered an integral 
part of medical service. Any program 
of rehabilitation is only as sound as the 
medical service of which it is a part. 
The diagnosis and prognosis must be 
accurate, for it is on them that the fea- 
sibility of retraining is determined. 

The physician who fails to see that 
those patients under his care receive 
the full benefits of modern methods of 
medical rehabilitation and retraining is 
in the same category as the physician 
who still persists in using dietary re- 
striction alone in the management of 
diabetes, when insulin is available; for 
medical care is not complete until the 
patient has been trained to live and 
work with what he has left. 
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Medical Care for Patients with Prolonged Illness 


By E. M. BLUESTONE 


ROM the earliest days men have 
been seeking a reasonable plan of 


medical care for the patient whose ill- 


ness appears to have established a 
stranglehold on his mind and body, and 
the search continues as the number of 

_ these patients increases. The same ill- 
ness has a way of striking “acutely” in 
one case and “chronically” in another, 
thus tending to confuse the student of 
the subject. It is even more significant 
that acuteness wears off before the jill- 
ness is cured, often giving a false sense 
of security’ to the planner of medical 
care, 


Tse CHALLENGE OF PROLONGED 
ILLNESS 


Whatever the history of the problem 
of prolonged illness, or the neglectful 
method of dealing with it up. to the 
present time, we have entered an era in 
which the problem has succeeded in at- 
tracting to itself the attention of the 
nation because through ever increasing 
numbers of patients with prolonged ill- 
mess it exercises pressures, aggravates 
tensions, and breaks down resistances 
wherever it gains a foothold in a family. 
We know of no greater menace to the 
happiness of modern society than that 
which is presented by the consequences 
of prolonged mental or physical illness. 
In almost every way the acutely sick 
patient, aided by his family, can cope 
with short-term illness if he is fated to 
survive. Not so with prolonged illness. 
For, after the acute phase is over, the 
‘patient is too often heavily dependent 
- on the interest, skill, loyalty, and gener- 
osity of the environment in which he 
lives. 

The challenge of prolonged physical 


or mental illness is indeed so great that 
every forward step in its elimination or 
control leaves its beneficent mark on 
the course of history. As each hurdle is 
successfully surmounted, lesser prob- 
lems of medical care disappear into the 
past. We need no longer tolerate the 
shortsightedness. which perpetuates the 
rustication of the patient suffering from 
prolonged illness, since we now have an 
abundance of social and medical tech- 
niques to help us in our planning. 

We urgently require a more stimulat- 
ing and perhaps more euphemistic word 
picture than “chronic illness.” Part of 
our faulty organization in dealing with 
this subject stems from the use of this 
discouraging, misleading, and wholly in- 
adequate cliché. To a great many peo- 
ple “chronic patient” calls up the image 
of a person who is “chronic,” unproduc- 
tive, incurable, an‘ endless drain on so- — 
ciety, and, in fact, “in the way.” In 
this respect he is the beggar at the door 
of society, the one who is hopelessly 
handicapped, even in speech. He does 
not pull his load any more, is unwanted, 
and is often left behind, while others 
who enjoy the blessings of health must 
be permitted to continue in their march 
forward, unencumbered by his presence. 
“Prolonged illness” has mote kindness 
init and is a more expressive designa- 
tion. 

We have entered the scientific era in: 
medical practice after a long journey, 
during which problems like prolonged 
illness were compelled to wait. We 
know now that distinctions between 


“acute” and “chronic” are no longer 


valid in organizing and providing medi- 
cal care, and the highest quality of 
medical care in our day resides in the 
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modern general hospital. We may ap- 
praise the degree of urgency as we re- 
spond to an appeal from a sick man for 
help, if indeed there is time for such 
appraisal, and relate it to the distance 
which may safely be placed between him 
and the kind of facility which must be 
assigned the responsibility of relieving 
him. However, no artificial distinction 
between “acute” and “chronic” should 
narrow our planning where natural dis- 
tinctions do not exist. Where remedies 
are required in solving the ills of the 
body and mind, they may come quickly 
or take long and weary years to be 
achieved, but the effort must be con- 
tinuous. We are, at long last, in a po- 
sition to assign medical care in accord- 
ance with need and not in accordance 
with a limiting and dehumanizing defi- 


nition which depends on duration of ill- 


ness. “Never say die” has more justifi- 
cation for the knowledgeable man of 
medicine today than ever before in his 
long and honorable history. 


MEDICAL VALUE SYSTEM 


Duration of illness, the degree of its 
urgency at various stages, and the 
ability or inability of the patient’s finan- 
cial and physical economy to stimulate 
the physician or group of physicians to 
achieve a radical cure or at least relief 
from disabling signs and symptoms, 
each play a part in the prevailing meth- 
ods of rationing medical care. The 
longer the illness the less the chance of 
sustained medical interest in most cases, 
unless the duration of the illness can 
somehow be made to lose its unattrac- 
tiveness. The dramatic cure ‘is still 
sought for its power of exhilaration 
which the medical attendant naturally 
prizes, as well as for the prestige which 
it confers on anyone who has made a 
contribution to such a cure, even though 
it may only have taken the form of a 
helpful psychological attitude in self- 

limiting, short-term, illness. The revolt 
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against monotonous routine—which is 
characteristic of human nature—in the 
face of repetitive, unresponsive, and 
frustrating circumstances is exhibited 
in its deadliest form when a chronic 
problem is abandoned because its sub- 
dued cry for solution can be heard only 
by those few whose ears are attuned to 
its sound and know its ravages. Yet the 
right of the physician to prescribe in- 
volves an obligation on his part to fol- 
low up. 

Our efforts on behalf of the so-called 
chronic sick call for a remedy which 
will be a common denominator for both 


‘acute and chronic. Medical values, par- 


ticularly in the modern general hospital, 
must be reappraised in the light of (a) 
medical economics, (b) the possibilities 
of modern medical science, and (c) the 
relative advantages of home and hos- 
pital during illness. The attentiveness 
and tenacity of the physician who is 
faced with difficult and complicated 
medical problems depend as much on 
his time as they do on his skill as a 
man of science. The time of the skill- 
ful doctor must therefore be purchased 
for this purpose and his work subsidized 
to enable him to apply himself to the 
task in hand, relieved of the distractions 
and temptations to which he is subject 
in his struggle for economic existence. 
Moreover, such physicians must have 
access to the laboratory, in the broadest 
meaning of the term, to enable them to 
test new ideas experimentally if they are 
gifted that way. l 
Not.every physician can be expected 
to deal successfully with prolonged ill- 
ness, no matter how intensely he ap- 
plies himself to.it. Here isan oppor- 
tunity for specialization in the best 
sense of the term—specialization based 
on a native quality of selective interest, 
intellectual equipment, and strong sup- 
port of generous sponsorship. Under- 
lying all stimuli to invention and dis- 
covery will be found a strong element 
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of scientific curiosity and a natural de- 
sire for ‘an appropriate reward, both of 
which are universal in qualified men. 
“Chronic” disease should be made at- 
tractive to the fortunate possessor of 
such curiosity, while legitimate desires 
for rewards are satisfied. 


Urcency Versus CHRONICITY 


Urgency commands a response in ac- 
cordance with its intensity. However, 
the phenomenon of medical urgency is 
seldom of long duration. It tapers off 
in most cases, and the less acùte condi- 
tion may then continue through a life- 
time of invalidity if uncontrolled. It is 
‘precisely for this reason that the plan- 
ner must be supersonic in his sensitive-. 
ness to feeble calls. . 

The patient who is in severe pain, 
has a high fever, is bleeding, or is un- 
conscious draws immediate attention 
and, in most instances, obtains com- 
plete or partial relief, depending on his 
own defenses aided by an on-the-spot 
response. With the lessening of ur- 
gency, or to use a more prevalent term 
“acuteness,” there is a corresponding 
lessening of medical response, until the 
time comes when this response is mini- 
mal or completely absent. In this way 
we have learned, though we have not 
applied the lessons to the modern gen- 
eral hospital, that the doctor respond- 
ing to a call on the initiative of the suf- 
fering patient or his anxious friends, is 
too often content with the relief of signs_ 
and symptoms while the underlying 
causative agents inside of the- patient 
and in his environment remain un- 
sought, suppressed, or masked until - 
such time, sooner or later, as they may 
again be provoked to clinical mischief. 
What we need are hospitals that will 
reach out and react to more stimuli than 
are offered by the acute manifestations 
of pain, fever, hemorrhage, or uncon- 
sciousness. 

Pain can be of greater significance 


THE ANNALS OF THE AMERICAN ACADEMY 


when it is less intolerable and less re- 
vealing. It can be subacute or chronic, 
with effects which stretch into weary 
months and even years of chronicity, 
taking a prolonged psychic as well as a 
somatic toll and extending beyond the 
individual, whom it strikes down and 
keeps down, into the family which sur- 


rounds and often depends on him. This | 


holds true for various stages of fever, 
acute, subacute, and chronic. Hemor- 
rhage can be more significant when it 
does not immediately threaten to drain 
the lifeblood of the individual but in- 
stead keeps up its demands on his body 
in many of the so-called malignant and 
degenerative diseases which are char- 
acterized by slow and relentless progres- 
sion. Unconsciousness can be more sig- 
nificant beyond the acute phase. The 
terminal form which it often takes 
shows that it can be the best and most 
merciful friend of man. At other times 
it can vary in depth as well as in dura- 
tion in many ways that may not im- 
mediately threaten the life of the indi- 
vidual but may make him a lasting 
burden to his famliy and to the com- 


munity. 


Discomfort, anxiety, helplessness, and 
above all hopelessness accompany acute 
illness in varying severity, but are com- 
paratively less significant in this phase 


because the sick man is too preoccupied: — 


with his fight for life to build up psy- 
chological complications requiring spe- 
cial attention. 


The physician 


The medical attendant must relieve 
the pain, reduce the fever, stop the 
hemorrhage, or revive the patient as his 
first and most compelling duty. He has 


è 


a natural right to expect that the lesser ' 


immediate manifestations of discomfort, 
anxiety, helplessness, and hopelessness 
will be removed in the process because 
of the relation of the effect to the cause. 
But with only partial relief, or where 


o 
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pathology lies hidden and ready to re- 
lapse, the secondary manifestations loom 
larger and larger till, in themselves, they 
can be more devastating and therefore 
more challenging in their consequences 
than the lesser degrees of pain, fever, 
hemorrhage, or unconsciousness. It is 
_in this chain of events that the man who 
practices medicine as a scientist finds 
his most provocative opportunities. For 
this reason he must be sought diligently 
and continuously, in the manner prac- 
ticed by the general hospital on behalf 
of its clients, but for wider service. 


The general hospital 


The general hospital retains the crown 
among the agencies of medical care in 
our time, but the superior facilities of 
which it disposes are still limited by an 
exclusiveness which drives a great many 
“non-urgent” patients suffering from 
prolonged illness to less qualified insti- 
tutions, where the best that can be said 
of their care is that patients are kept 
warm, fed, and clothed, but where the 
patients are too often remote from the 
medical help which their diagnoses crave 
most. The voluntary hospital, like the 
practitioner, is unfortunately dependent 
for survival on a fee, and neither has 
penetrated the fog to seek out adequate 
compensations for the lack of currency, 
financial and clinical, which may over- 
take a patient who has already spent his 
substance in a vain hunt for an elusive 
cure, 


The patient 


The ability of a patient to collaborate 
with his physician during illness—which 
is determined by a combination of 
physical strength, immunity factors, 
healing powers, financial stability, and 
an overpowering desire to overcome his 
handicap—has much to do with the de- 


gree of collaboration of his physician . 


with him. Slow response or incomplete 
response to treatment, or stubbornness 
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of any kind on the part of a tired, weak, 
or subdued body, begets a gradual dis- 
appearance of interest, though not of 
sympathy, on the part of the attending 
physician if he yields and becomes im- 
patient or, in general, lacks the neces- 
sary stimulus from the highest medical 
as well as social authority to continue 
trying, and getting others to help him 
in the effort. 

The practitioner of medicine must be 
the man of science on all occasions re- 
gardless of discouraging circumstances, 
adequately supported by every possible 
subsidy, financial, psychological, and 
scientific, to enable him to pursue his 
special muse unhurried by the world 
about him and undisturbed by its com- 
petitive code of action. To transfer the 
patient suffering from prolonged illness 
out of the general hospital and its mo- 
nopoly of medical science at its level 
best when the best is most needed is an 
asocial deed of which the judicially 
minded scientist should be the first to 
complain. 


Society 


In the long run, chronic patients are 
not the only sufferers from such a rigid 
program of medical care. Some of them 
present classical ‘opportunities for hos- 
pital interest. Medical history -records. 
many an instance in which the lessons 
learned from the chronic were used with 
great effect for the benefit of the acute. 
“Sweet are the uses of adversity.” 

It seems paradoxical, yet we turn 
away from the doors of our general hos- 
pitals many patients who have won the 
right to continued care and study in 
precisely such an environment. No 
ready explanation can give the reason 
why—(a) lack of funds, (b) lack of in- 
terest, or (c) a more compelling need 
for the available bed on the part of a 
sicker patient as if each bed were the 
last (while additional beds for just such 
purposes are pointed out as being avail- 
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able elsewhere)—because there is a 
remedy at hand for each of them. 

Where the patient cannot pay for 
medical service rendered to him either 
on an individual-fee basis or through 
individual or group insurance, philan- 
thropy or government must subsidize his 
care. Where interest is lacking, substi- 
tute stimuli must be provided.. Where 
beds are in short supply their number 
must be increased in the same location 
surrounding the highly centralized diag- 
nostic and therapeutic facilities which 
constitute the modern general hospital 
and not beyond the reach of the staff in 
some far-off “home for incurables.” + 
While the patient with prolonged illness 
may suffer neglect at the fountainhead 
of medical authority, he is sure to suffer 
it at a distance. 

The rich clinical content of prolonged 
illness should not be disregarded be- 
cause it may not command an immedi- 
ate response at all times. With the 
medical problem close to the source of 
investigative and experimental facilities 
it is much more likely to be solved at 
an earlier date. The rustication of the 
chronic problem—its transfer to the 
periphery where it is segregated and iso- 
Jated—has never yielded anything more 
than is achieved by the philanthropist 
who hands a coin to a beggar without 
stooping to help in his rehabilitation. 


INDEPENDENT HOSPITAL FOR 
CHRONIC DISEASES? 


It has been argued that the best place 
for the patient’ who is suffering from 
prolonged illness is the independent hos- 
pital for chronic diseases, specially built, 
equipped, and maintained for his bene- 

1 When the proportional need of home-care 
as compared with hospital-care beds in the 
community has been established, we shall have 
a more useful standard at our disposal than 
the “two beds per 1,000 population” appear- 
ing in the Hospital Survey and Construction 
Act. - 


„carriage of medical justice. 
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fit and located on the outskirts of the 
community or beyond. In this way, so 
the argument goes, the institution can 
concentrate on his needs at its leisure, 
undisturbed by the repetition of re- 
sponses to acute calls, and can give him 
the benefits of “research.” 

Partly because it has been kept un- 
informed, it has not occurred to the 
philanthropic mind, which deals so 
cavalierly with a provocative problem 
of the first magnitude in medical sci- 
ence, that such provisions must dupli- 
cate within the independent institution 
every known facility which modern 
medicine, surgery, and the specialties, 
without exception, have to offer. While 
this can be done if the costs can be met 
(since we are dealing here with a com- 
modity which is purchasable within the 
limits of the public and private purse), 
it is virtually impossible to assemble a 
staff of medical scientists with selective 
interests in the various categories of 
prolonged illness at a distance from the 
central general hospital which com- 
mands their services at will. Some 
argue that independent chronic hospitals 
are needed because there are not enough 
beds for such patients in acute hospitals 
at the present time; but this assumes 
illogically that the expansion policy of 
acute hospitals is unchangeable and that 
patients suffering from prolonged ill- 
ness must forever be excluded from 
their benefits. 

If prolonged illness is viewed by the 
planner as being essentially custodial in 
its requirements, then a grave mistake 
has been made and a corresponding mis- 
The pa- 
tient who is left with an unfinished 
medical problem, who has committed 
the offense of clinical obstinacy, belongs 
as close to the philanthropic heart as 
the one whose medical problem promises 
to solve itself or be solved in short 
order. In actual practice, if distance is 
not related to the element of urgency 
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(in inverse ratio), it becomes a major 
obstacle to medical progress. 

It would be easy to jump to the con- 
clusion that philanthropy, in its broad- 
est sense, is at fault here in that it re- 
acts only to agonizing or acute situa- 
tions, compelling a custodial type of 
care elsewhere for the chronic victim of 
a cruel misunderstanding. Fortunately, 
however, the philanthropist reacts to 
other stimuli than those presented by 
the patient himself, who most often hap- 
pens to be hidden from the philanthro- 
pist’s benevolence. For example, the lat- 
ter is strongly influenced by the pres- 
sures which may be brought to bear on 
‘him by a medical staff which wants to 
be provided with “interesting” clinical 
material in partial payment for volun- 
tary service to the hospital. To a less 
extent he is influenced by the prolonged 
costs of caring for prolonged illness. 
When the philanthropist is confronted 
with a limited supply of beds to meet 
an excessive demand, he naturally offers 
the best to the most urgent, forgetting 
that additional beds arranged concen- 
trically around the central block of diag- 
nostic and therapeutic equipment, which 
is the core of the modern hospital, are 
preferable to those which his philan- 
thropic colleague will be forced to es- 
tablish at a distance with the excuse 
that the excess must be housed some- 
where, somehow. 


Tre IpeEAL PLAN 


The ideal plan of medical care is 
readily identified under the banner of 
the most recent of the disciplines, which 
has come to us through the union of so- 
cial service and medical practice, and is 
known as social medicine. Subject to 
existing structural limitations, and with 
an eye to the possibilities of hospital 
construction as they develop, we can 
establish an acceptable pattern of medi- 
cal care which will be complete, compre- 
hensive, and continuous—for the near- 
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sick, theSick, and the recently sick—no 
matter where the beneficiary may- be 
located, and uninfluenced by the dura- 
tion of his illness or its stubborn: char- 
acteristics. Furthermore, at less initial 
cost for construction, and at less cost 
in the long run for maintenance, the 
planner can now confer on the patient 
the boon of individualization of care 
such as he has never enjoyed before, but 
which he has always craved as the most 
precious adjuvant to his cure. 

For the ambulatory patient who can- 
not afford private fees, there is the out- 
patient department (including the so- 
called diagnostic clinic) which functions 
as an integral part of the hospital in 
every respect. For the nonambulatory 
patient similarly situated, there are only 
three major possibilities: (1) admission 
to the intramural services of the gen- 
eral hospital, when the medical circum- 
stances of the illness allow no alterna- 
tive; ? (2) admission to the extramural 
services of the general hospital (home 
care), where this alternative is prac- 
ticable, so that hospital service may be 
dispensed on a mobile, extension basis 
equivalent in all respects to the service 
which is rendered to the intramural pa- 
tient; or (3) if the patient is homeless 
(or home-poor), admission to the extra- 
mural services of the general hospital in 
such a way that he will have full hos- 
pital protection in a substitute for his 
home,’ which should be an intermediate 


2 Major criteria for admission would be (1) 
need for close expert supervision; (2) need for 
an intensive laboratory work-up; (3) major 
surgery; and (4) use of heavy equipment such 
as radiotherapy which requires close follow-up. 
Poverty, by itself, is not a valid criterion for 
admission to the general hospital. 

8 Now generally provided in (1) a “home 
for the aged,” which does not, in most cases, 
limit itself to the care of the normal aged; 
(2) a “home for incurables” which cannot be 
limited to incurables; (3) a “hospital for 
chronic disease,” of which there is only one of 
high general-hospital caliber; (4) a “nursing 
home” which will accept almost any type pa- 
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type of institution, as close: 
to the hospital and compleiz:7 subject 
to its medical discipline. Z 

With this pattern of distribution, 
every branch of medical care can be 
offered to all strata of the population by 
the best of modern hospital facilities, 
under all circumstances. Expensive hos- 
pital beds can be conserved in this way 
and inexpensive beds in the homes of 
the patients can come under the juris- 
diction of the hospital at one-quarter of 
the hospital-bed cost, on a comparable 
basis as has been proved by experiment. 
Distance can be made to depend on 
‘urgency in the placement of -patient 
groups. Interchange on a priority basis 
can guarantee to inpatient and outpa- 
tient the exact location of the bed that 
he requires, at all times, inside of one of 
a series’ of concentric circles which sur- 
round the central stack of architectural 
elements in the general hospital. Isola- 
tion of, the contagious case’ (including 
the tuberculous), the mental case, and 





tient for a consideration; (5) an “almshouse”; 
(6) a “poor-farm”; and (7) a “convalescent” 
institution, which usually contains a minority 
of truly ‘convalescent patients. All of these 
too often serve as substitutes for the hospital 
when they should be maintained ynder hos- 
pital supervision as substitutes for the patient’s 
home, 


the one requiring essential privacy can 
readily be arranged in such a structural 
scheme ‘provided that the vital integra- 
tion of hospital function is borne in 
mind. 


A “Socian WorKer’s Dream” 


This plan has aptly been described as 
a “social worker’s dream,” for it is the 
social worker who is left shouldering 
the burden when medical help is denied 
to any patient and in particular to the 
patient suffering from prolonged illness, 
who has been overwhelmed by poverty. 
Here is a form of distribution of medi-. 
cal help which gives to the hospital 
scientist his golden opportunity of com- 
pleteness, Comprehensiveness, and con- 
tinuity of care. It enables him to keep 
his problem before’ him at all times, . 
subsidized for the purpose if necessary, 
and never to be in the dark about the 
late effects of his ministrations. As the. 
rank and. file of medical practitioners 
are drawn into the pattern, retaining 
personal relationships with the patient — 
as well as their individual fees, each 
doctor draws on. the hospital for all the 
additional services which the family 
cannot otherwise afford, and, in the 
process, returns to his proper place un- 
der the sun. 
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Medical Care in Industry 


By WILLIAM’ ALFRED SAWYER 


N organizing medical care in the | 
widest sense of the term, industry is ' 


confronted with two entirely different 
problems: (1) the occupational acci- 
dents and diseases, and (2) the acci- 
dents and diseases not caused by or 
incidental to employment. In line with 
modern concepts, extensive preventive 
activities and health education, as well 
as provisions for treatment, must be 
part of the program for the protection 
of workers in the plants. Community 
services of this type greatly influence 
the frequency and the severity of non- 
. occupational conditions causing absen- 
teeism or impeding the efficiency of the 
worker. . . 

Various patterns have been developed 
in establishing and operating medical 
care programs in industry. Workmen’s 
compensation laws have become the ba- 
sis for services to workers injured or 
contracting sickness on the job or in 
connection with employment. Volun- 
tary action on the part of employers or 
of both employers and employees has 
resulted in provisions for workers, or 
for employees and their family depend- 
ents, in case of nonoccupational illness 
and accident. There is a wide variety 
in the medical care available at present, 
dependent on mary factors, such as 
type of work, size of industrial opera- 
. tion, and location. i 


DEVELOPMENT OF INDUSTRIAL MEDICINE 
Workmen’s compensation legislation, 


beginning in the states in 1911 and ex- 


tended to all states by 1948, led to the 
development of industrial medicine. It 
put the responsibility for medical care 
of the injured upon the employer, who 


various ways. Over the years insurance 
with commercial insurance companies 
and payment into state funds have be- 
come the prevailing methods, while self- 
insurance has become relatively un- 
common. 

Originally, injured workers were sent 
to doctors outside the plant, who as 
traumatic surgeons became expert in 
looking after such cases. Many of them 
became specialists in workmen’s com- 
pensation medicine, and their practice 
consisted largely of injured workers. 
This first`pattern of providing service 
has persisted through the years in many 
industries; it has been useful to small 
employers. 

As plants grew in size and the rate of 
accidents increased, many employers 
found it economical from every angle— 
promptness of treatment, saving of time 
and money—to provide in-plant service, 
with doctors and nurses serving full or 
part time, depending upon the type of 
work and the size of the plant. It was 
soon learned that the best treatment 
was the cheapest. Prompt and ade- 
quate care reduced lost time and pre- 
vented disabilities. 2 This gave impetus 
to greater safety measures, and, in con- 
junction with safety programs, reduced 
the toll of accidents. 

Because of these efforts there has 
been a downward trend in the number 
and the severity of accidents, but they 
still represent a costly problem in hu- 
man lives and suffering, and in lost 
wages and production. 


OccuPATIONAL ACCIDENTS AND 
DISEASES. . 


In 1948, out of 59,400,000 gainfully 


discharged his financial obligations in employed persons in this country, about 
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1,960,000 suffered disabling injuries 
while at work, or roughly, -1 out of every 
30 workers.* The vast majority of these 
injuries. (almost 95 per cent) were 
minor, causing loss of work of a day or 
more, but no permanent ill effect. Of 
the rest, however, 16,500 people died 
from their injuries; 1,800 suffered per- 
mament and total disability; and 83,700 
were injured so severely that they will 
be disabled to some extent the rest of 
their lives. For those permanently in- 
jured, and for the families of those 
killed, this means not only suffering and 
grief and a complete readjustment of 
their lives, but often economic disaster. 
Though workmen’s compensation pay- 
ments help with the medical and some 
of the living expenses, the families bear 
the major loss and often undérgo hard- 
ship and deprivation in reducing their 
standards of living. 

Industry also loses from these acci- 
dents, not only in the services of the 
workmen but economically. Cost stud- 
ies by the National Safety Council esti- 
mated the loss to the national economy 
for 1948 at $2,650,000,000.2_ This in- 
cluded visible costs of wage loss, ex- 
pense of medical care, and overhead 
cost of compensation insurance, and the 
estimated value of damage to equip- 
ment, time lost by other workers, and 
production slowdowns. 

The death and aceident_ rates for 1948 
varied greatly in the major industrial 
groups, as shown in Table 1.° 

Preliminary estimates show that there 
was a decline in the number of injured 
workers in 1949, attributed to “im- 
proved safety conditions in many in- 
dustries.” 

So serious are the losses from indus- 


1 United States Department of Labor, Bu- 
reau of Labor Statistics. Bulletin 975, Work 
Injuries in the United States During 1948, p.1. 

2National Safety Council, Accident Facts, 
1949 Edition, p. 21. 

3 Ibid., pp. 21, 24. 
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TABLE 1—InpustriaL DEATH AND 
ACCIDENT RATES, 1948 


Deaths ` 
per Injury Frequency 
100,000 Rates per 
` Workers 500 Employees 
Trade 14 10.89 
Service 15 9.32 
_ Manufacturing 16 10.04 
Public Utilities 29 10.72 
Transportation 48 17.68 
Agriculture 55 unreported 
Construction 93 16.51 
Mining and Quarrying, 154 30.46 


Oil and Gas Wells 


trial accidents that President Truman 
called a conference on the subject in 
September 1948 to organize a nation- 
wide campaign. There is little doubt 
that systematic efforts to reduce acci- 
dents bear results. For many years the 
National Safety Council has carried on 
a program of education within the in- 
dustries to reduce the accident rates, 
and its success -has been outstanding. 
Among the companies reporting to it 
(6,700 in 1948, representing 7,000,000 
workers), the accident frequency rate 
declined 58 per cent and the severity - 
rate 50 per cent between 1930 and 
1947.4 This is not representative of in- 
dustry at large, however. Rieke says 
that it is an “easily substantiable fact 
that 70 per cent of industry has the 
most elementary of safety programs.” ® 

As Dublin; Lotka, and Spiegelman 
point out, industry today is changing so 
rapidly, and is conducted on such a 
large scale and at such an increasing 
tempo, that new hazards arise as old 
ones are conquered, and it is impossible 
to know just what is happening.® Dust 
next to accidents has been the chief 
causes of occupational disability and 

4 National Safety Council, op. cit. 

5 Forrest E. Rieke, “Evolution of Small 
Plant Health Service as a Private Practice,” 
Industrial Medicine and Surgery, July -1950. 

ê Louis I. Dublin, Alfred J. Lotka, and 
Mortimer Spiegelman, Length of Life, New. 
York: Ronald Press Co., revised 1949, c. 1936- 
1949, ` 
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death. The use of chemicals in in- 
dustry is constantly increasing the haz- 
ards of poisoning; yet the number of 
workmen suffering from industrial poi- 
soning is unknown. The use of carbon 
monoxide, benzol, lead, mercury, chro- 
mium, arsenic, beryllium, radium, X 
rays, nuclear fission products, and radio- 
active isotopes makes poisoning a major 
hazard; but the symptoms of diseases 
` resulting from these things, particularly 
in the early stages, are so obscure that 
physicians are often unable to diagnose 
them. Consequently, many cases are 
not reported. There is also a lack of 
unijormity among workmen’s compensa- 
tion board reports which makes it im- 
possible to obtain accurate information. 
In 1946 the state of New York reported 
almost 4,000 cases of compensated oc- 
cupational diseases, of which dermatitis 
was responsible for more than half. 
Many manufacturers of chemicals 
have established industrial hygiene de- 
partments which test new compounds 
before using or marketing them. This 
is a wise precaution. In the atomic en- 
ergy plants where health hazards have 
been anticipated, proper preventive 


measures have been taken, with excel- . 


lent results. More employers are re- 
alizing that safe working conditions im- 
prave morale and save the cost of un- 
fortunate accidents. - 


QUALITY OF SERVICE 


As far back as the early 1900's, phy- 
sicians employed in industry emphasized 
the unusual opportunity to carry on pre- 
ventive medicine. Though industry on 
the whole has viewed medical service 
chiefly in terms of its economic value 
and the protection of itself against the 
excessive costs of caring for the injured 
as required by workmen’s compensation 
laws, many of the early industrial phy- 


sicilans saw the immense -possibilities - 


not only of bringing prompt and ade- 
quate relief to the injured, but also of 
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protecting workers from occupational 
disabilities, guiding them to correct 
medical care, and educating them in 
ways of better living and better health. 

Enlightened management approved of 
this. In the industries where manage- 
ment has encouraged him, the physician 
has seen an ever widening opportunity 
for preventive medicine. Considering 
the successful results of his efforts in 
the far too few places, it is easy to en- 
visage the great benefits that can be de- 
rived from extension of preventive medi- 


.cine to more of the gainfully employed. 


The caliber of service rendered is usu- 
ally but the shadow of the top manage- 
ment. If management is enlightened, 
the attitude of the doctor and the nurse 
is usually good, and the service, as far 


‘as it goes, is adequate. The American 


College of Surgeons, in an effort to raise 
the quality of service, has given certifi- 
cates of approval to those industries 
which meet certain standards. 


NONOCCUPATIONAL ILLNESS 


Serious and costly as are absences 
from work due to occupational accidents 
and diseases, they are but a fraction, 
variously estimated at one-tenth or less, 
of those caused by nonoccupational dis- 
abilities. . i 

Absence rates due to illness are 
studied carefully by many industrial 
companies, and every reasonable effort 


- is made to reduce them. One of the 


interesting facts that comes out of a 
study of absence. due to illness and in- 
juries is that a small percentage of em- 
ployees accounts for a major part of the 
absence. In other words, certain indi- 
viduals are more accident and sickness 
prone than the majority. These are the 
ones that a good industrial medical serv- 
ice can help with early diagnosis of their 
symptoms and proper advice regarding 
their physical conditions and living hab- 
its. This is a real opportunity for pre- 
vention. l 
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In an attempt’ to control absence from 
work due to illness, many degrees of ef- 


fort are used, extending all the way 


from the occasional examination orin- 
terview by the physician or nurse to a 
full-fledged program; such as that of the 
Hawthorne Works of the Western Elec- 
tric Company. In a period of five years 
13 per cent of the employees were found 
to be responsible for 50 per cent of the 
sickness absences during the total serv- 
ice of the 1939 plant population. It 
was assumed that 87 per cent of the em- 
ployees did not have an unusual amount 
of sickriess. The five-year follow-up 
program was based on influencing the 
record of the 13 per cent. Despite 
unforeseen wartime complications, the 
health of this sickness-prone group was 
improved and the frequency of sickness 
absence was reduced.’ 


PRE-EMPLOYMENT EXAMINATION 


To the physician in industry in the 
early days, it soon became evident that 
a healthy, able-bodied worker was less 
likely to have an accident than one who 
was ailing from some physical defect. 
This concept led to the pre-employment 
examination for better job placement, 
which is a protection to employer and 
employee alike. Each job calls for cer- 
tain qualifications: some for special 
qualities such as above-average manual 
co-ordination, specific degrees of muscu- 
lar strength, mental alertness, and good 
vision. «Knowledge of jobs and their 
environment and knowing supervision 
are essential to good placement. 

If an applicant is not found adequate 
for the job specified, he is recommended 
for some less exacting position or re- 
ferred to his physician for treatment 
with the hope that he can later qualify. 
After the condition has been improved 


-1 Five Year Report of the Hawthorne Health 
Program, Physical Examination Service for 
Sickness Prone Employees, 1940-1944, Chi- 
cago, May 1, 1945. 
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by the family doctor, the applicant is 
often accepted for employment. Not 
infrequently an applicant with defects 
is accepted for work with the under- 
standing that within a stated period of 
time he will see his own physician and 
receive necessary medical attention. 
This calls for follow-up examinations 
and enables the plant medical service 
to act in the role of expediter in bring- 
ing about early remedial attention. 

Only a small percentage of applicants | 
are rejected outright for contagious dis- 
eases or some degenerative and uncor- 
rectable conditions. The rejection rate 
during the past war was almost negli- 
gible, and over late years it has aver- 
aged less than 3 per cent. 


KEEPING WORKERS FIT 


The preliminary examination and fol- 
low-up of the new applicant are only a 
small part of an industrial medical serv- 
ice. It-is just as important that every- 
thing be done to keep the regular em- 
ployee on the job as steadily as possible. 
An employee who is physically fit is a 
better, more productive, and more éffi- 
cient worker, Jess likely to have acci- 
dents, and better able to get along with 
the other workmen. Workers often come 
to work with minor illnesses or develop 
them on the job—such as headaches, 
colds, gastrointestinal upsets, and other 
discomforting symptoms. These’ are 
treated by the medical service to tide 
the worker over for the day. Diagnosis 
is expedited by making X rays and 
laboratory tests so that the employee 
may get the earliest possible adequate 
care from his family doctor., 

Good eyesight is becoming extremely 
valuable in our complex industrial pro- 
duction. Proper eye glasses, often with 
safety lenses, are essential to good pro- 
duction and safe working conditions. 
Faulty vision is a common defect and 
must be kept constantly under surveil- 
lance. Failing vision in the older em- 
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ployee can be the cause of mistakes and 
accidents, and this can often be reme- 
died by proper glasses. ` 

Thus, medical programs once insti- 
tuted and begun on a minimum scale 
slowly extend their services. In their 
talking with workers from day to day, 
both physicians and nurses in the medi- 
cal service carry on a certain amount of 
health education—teaching better health 
habits and care: Specific programs are 
also developing in this sphere. Nutri- 
tionists have been added to some medi- 
cal ‘departments to consult with em- 
ployees referred for dietary problems. 
Better nutrition is a matter of impor- 
tance to all employees, sick or well. It 
can contribute much, both in protection 
and in prevention, and the opportunities 
.for health education in this field have 
as yet been too slightly visualized by in- 
dustry. Where counseling nutritionists 
have been added to the medical staff, 
they have augmented popular knowledge 
by the printed word and displays, as 
well as by personal interviews, and have 
worked toward better-balanced meals in 
plant cafeterias. 


SUSTAINING MORALE ' 


If employees are paid a sickness al- 
lowance when absent from work be- 
cause of nonoccupational illness, as has 
been voluntarily done by some indus- 
tries for many years and is now legally 
required in four states, a visiting nurse 
service is valuable both to employee and 
to employer, Genuinely friendly visits 
demonstrate the interest of the com- 


pany in the employee, and the nurse, an - 


employee herself, forms a`liaison be- 
tween the employee and management. 
The nurse can determine, from her 
training, how ill the employee is, 
whether he is receiving adequate medi- 
cal care, how long he may be absent, 
and whether the company can do any- 
thing to facilitate his recovery. 

The industrial physician finds, just as 
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does the private physician, that a sur- 
prisingly large percentage of the visits 
to the medical service in which the pa- 
tient complains about one or more 
physical discomforts—headache, gastro- 
intestinal upset, and so forth——lead to 
discovery of some personal problem con- 
fronting him. Sometimes the doctor or 
nurse can only encourage and comfort 
by listening; the mere opportunity of 
having understanding listeners is in 
itself a partial cure. It is human to 
have fears and “gripes”; in the imper- 
sonal atmosphere of high-pressure in- 
dustry, it is a relief valve for all to have 
someone to whom employees, including 
management, can go with the assurance 
that their well-being is the important 
thing. Much of the effort in the medi- 
cal service is directed in the last analy- 
sis toward good employee relations an 
adjustment to jobs. 
Thus, the doctor who at first confined 
himself to traumatic problems ` found 
that if his professional training was to 
be of the greatest benefit, he must be 
mindful of the “whole man”—not only 
the detection of disease, but the main- 
tenance of good health; not only the or- 
ganic structure, but the emotional and 
social aspect of the worker as well. 


TYPES OF PROGRAMS 


A very small number of industrial 
companies, chiefly those with a large 
labor force, have extended their serv- 
ices by providing their employees with 
comprehensive medical care for nonoct- 
cupational as well as occupational dis- 
eases and accidents, and a few have in- 
cluded also the family dependents of the 
worker. In some instances all the costs 
are borne by the company, and in others 
a varying proportion of the costs is met 
through voluntary prepayment plans to 
which the workers contribute. 

Examples of various types of organi- 
zation are the Endicott-Johnson Com- 
pany in Johnson City, New York; the 
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American Cast Iron Pipe Company in 
Birmingham, Alabama; the Tennessee 
Coal, Iron and Railroad Company in 
Fairfield, Alabama; the Homestake 
Mining Company in the Blackhills Dis- 
trict, South Dakota; and the Standard 
Oil Company of Louisiana in Baton 
Rouge. The programs at these com- 
panies are noteworthy for the inclusion 
of all essential services, especially hos- 
pitalization and specialist services. In 
some instances the hospitals are owned 
by the company, and in others hospital 
and clinic facilities within the commu- 
nity are utilized. Such programs, rare 
as they are, provide important lessons 
which are discussed in the journal Medi- 
cal Care, Autumn 1941 and January 
1942, f 


ACHIEVEMENTS OF INDUSTRIAL 
MEDICINE 


The real achievement of industrial 
medicine is its effect on the health and 
happiness of the workers whom it has 
served. In 1948, Dr. C. O. Sappington 
surveyed for’ the Industrial Hygiene 
Foundation 278 industries with medical 
services and gathered convincing evi- 
dence of its value. He lists under eco- 
nomic benefits the prompt treatment of 
injuries which has ensured the preven- 
tion of infection and other complica- 
tions, and the early control and preven- 
tion of disability. He finds that in- 
plant service is-‘much more economical 
than referral of workers to outside agen- 
cies and that it gives better control of 
medical, hospital, and workmen’s com- 
pensation expenses. Good medical care 
is more economical than high compen- 
sation rates, which can be translated in 
terms of dollars and cents if need be, 
and has long been the contention of 


8C. O. Sappington, Industrial Health De- 
partment Functions and Relationships, Medi- 
cal Series, Bulletin VIII, Pittsburgh: Industrial 
Hygiene Foundation, 1948, 
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good insurance carriers. That a healthy 
worker is more productive and less 
prone to accident, he feels, has been 
demonstrated many times. 

Among the professional benefits, Dr. 
Sappington brings out the irrefutable 
fact that proper health supervision pro- 
vides a very unusual opportunity for 
case-finding, in which early disease may 
be discovered before disability occurs, 
and when disease can more easily be 
cured. Industrial medical care is a di- 
rect’ approach to health maintenance, 
resulting in uniformly high standards 
of treatment and efficiency. It is a 
check on placement, transfer, exposure, 
accident proneness, and absenteeism, 
with emphasis on prevention. 

Among the many social benefits, Dr. 
Sappington finds that contentment and 
stability among employees are pro- 
moted, and this means better industrial 
and public relations. Industrial medi- 
cal care is an aid to proper job adjust- 


- ment, and promotes “take-home” health 


standards. It preserves industry’s great- 
est asset—people. “The human body 
has no spare parts.” It solves many 
petty personal problems and overcomes 
emotional difficulties. 

Another possible yardstick by which 
the achievements of industrial medicine 
can be measured is the status it has 
gained within the medical profession. 
Organized medicine has been slow to 
recognize industrial medicine as a spe- 
cialty. Many thought it departed too 
far from the time-honored orthodoxy of 
private practice and smacked somewhat 
of “contract practice.” Industrial phy- 
sicians formed their own organization in 
1914—The American Association of In- 
dustrial Physicians and Surgeons— 
which has continued its leadership ever 
since. Shortly after, the National In- 
dustrial Conference Board formed a 
small kindred organization of Physi- 
cians in Industry. These two groups 
did more than any others to advance 
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the ideals and standards of physicians 
in industry in the early years. 


RECOGNITION OF INDUSTRIAL 
MEDICINE 


It is an achievement that medical 
service in industry has reached a point 
of importance where surveys of its 
quantity and quality are made, and at- 
tempts by professional groups are made 
to raise its standards. In addition to 
the above, the Industrial Hygiene Di- 
vision of the United States Public 
Health Service has endeavored to influ- 
ence its development, the first survey 
being in 1919. Through state labor de- 
partments and workmen’s compensation 
boards, efforts at standardization have 
been made, and the industrial hygiene 
divisions’ of state health departments 
have played an increasingly important 
role in helping industrial companies to 
develop various types of service. 

In 1937 the American Medical As- 
sociation officially recognized industrial 
medicine by establishing the Council on 
Industrial Health, which is doing much 
to further the values in this specialty. 
Efforts are being made to establish in- 
dustrial medicine under the American 
Examining Boards for specialty rating. 
To accomplish this, it is necessary to 
have in our medical schools and schools 
of public health, departments of indus- 
trial medicine with fellowships and the 
equivalent of residencies in hospitals. 
Already there has been some accom- 
plishment in providing both under- 
graduate and postgraduate instruction 
in our medical schools in co-operation 
with some of the larger industries. 
This is a requisite of recognition and 
a means of providing well-trained per- 
sonnel, . 

In World War II a great deal of em- 


phasis was placed on the value of medi-. 


cal service in the war industries. A 
splendid record of achievement was 
made in controlling the health of those 


_ government. 
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exposed to hazards in munitions work. 
Also, a notable accomplishment took 
place in those projects having to do 
with the development of the atomic 
bomb. . . 

_ Through the years there has been 
some union recognition of pre-employ- 
ment examinations, whereas ‘in the be- 
ginning there was almost complete re- 
fusal to approve such procedures. A 
notable example of union approval was 
the early establishment by the Interna- 
tional Ladies’ Garment Workers’ Union 
of its Union Health Center, which has 
grown into an admirable example of 
how unions can provide medical service 
at low cost. There have been other 
union efforts, but none so successful. 
Lately, the United Mine Workers have 
set up a high quality of medical serv- 
ice. Sufficient time has not elapsed to 
estimate its success. Any recognition 
of-the principle of such medical service 
by unions is a step forward. 


INADEQUATE COVERAGE 


While there have been distinct achieve- 
ments by industrial medicine since it 
came into being, there have also been 
some shortcomings. For one thing,. it 
has not been sufficiently accepted. It is 
somewhat like the democratic form of 
Even though it has suc- 
ceeded in some places, not enough have 
embraced it. Unfortunately, on-the-job 
medical service has not been provided 
widely enough. In attempting to con- 
sider the extent of it, we are faced with. 
insufficient ‘factual information. It has 
been estimated that not more than 10 
to 15 per cent of the 60 million gainfully 
employed in all occupations receive such 
service. To-many engaged in such serv- 
ice, this seems an overly generous esti- 
mate; but it does point out the inade- 
quacy of coverage. Limited surveys 
have been made, but they have never 
covered more than 2 million employees. 

Most of the industrial medical serv- 
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TABLE 2—Mayor OCCUPATIONAL 
DISTRIBUTION, 1948 


% ` Percentage ' 
of Total No. of 
Work Force Workers 
Manufacturing 27.4 `16,277,000 
Mining 1.6 925,000 
Construction 3.4 2,060,000 
Transportation and Public 6.8 4,065,000 
Utilities ; 
Trade 16.4 9,746,000 
Service and Miscellaneous 10.8 6,400,000 
Agriculture 14.3 8,500,000 


ices are concentrated in. the manufac- 
turing industries. In the other major 
employment groups there are few medi- 
cal programs. To understand what this 
means, it may be helpful to visualize 


the population breakdown of the major | 


employed groups, based on Department 
of Commerce statistics for 1948 and on 


a total work population of 59,400,000. ` 


This is shown in Table 2. In addition, 
there are the unclassified workers, self- 
employed, domestics, and others, who 
fall into no major grouping. 

Many employers believe that a work- 
er’s health is his own responsibility. 
Especially among proprietors of small 
plants there is a reticence about being 
involved in the difficulties of setting up, 
or participating in, a medical care pro- 
gram, and a fear of its cost. A lack of 


understanding of its efficacy in making. 


for a better working force is doubtless a 
‘big reason why there is so little service 
available in small units. It is a safe 
guess that not 5 per cent of the com- 
Panies with fewer than 500 employees 
have any such service. 
There are no complete factual data 
on the subject available. A few plants 
with under 500 employees have done an 
outstanding job, but there were 266,000 
firms of that size listed in 1948. In that 
year 52 per cent of the manufacturing 
establishments in the country employed 
fewer than 10 workers, which is an im- 
portant reason why service has not been 
extended more widely. Accident fre- 
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quency is much higher in small factories 
than in large. It has been said by state 
labor departments, state health depart- 


“ments, and insurance inspectors that 
there is a woeful lack of response on the 


part of small employers, especially to 
recommendations regarding certain ac- 
cident and health hazards. Few, if any, 
industrial communities have developed 
medical care programs designed to.meet 
the needs of small plants. 

The lack of properly trained person- 
nel in industrial medicine, as in other 
spheres of activity, is outstanding. The 
failure of some employers and some 
unions and part of organized medicine 
to see the full implications of a truly 
preventive program in our industries is 
indeed discouraging. 


NEED, PROSPECT, AND METHODS 


The need for adequate medical care 
in industry, small as well as large, is 
overwhelming. 

_ How to’ break through the indiffer- 
ence, the ignorance, and the fears is one 
of the imponderables. That some prog- 
ress has been made is scant comfort 
when vision and initiative are lacking 
in so many quarters and there is so 
little of the will to give industrial medi- 
cine a trial. World War II did much 
to awaken recognition of its value. 
Must we have another world cataclysm, 
which will mobilize everyone, to place 
a proper evaluation on the need for 
optimum medical care? Shall we have 
to depend on legislation to provide what 
could be a purely voluntary effort? 
What of the future? 

Industrial medical’ service might be 
approached through one of several ways: 

1. It can continue to be an employer 
provision, as it is now for the most part, 
and as it began. 

2. It can be on an insurance basis as 
a voluntary measure or as a govern- 


‘mental requirement. 


3. It can be financed by a tax on the 
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product, as in the plan of the United 
Mine Workers, or by joint contributions 
of employers and employees, as in the 
International Ladies’ Garment Workers’ 
Union. 

4. It can never be -provided ade- 
quately by private- practitioners, al- 
‘though it has been hoped that they 
could play a larger part in providing 
service for’ the smaller businesses. At 
all times, it must be remembered that 
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any plan should be based on teamwork, 
participated in by all of the medical 
profession, general practitioners and 
specialists, by nurses, technicians, so- 
cial workers, voluntary and official pub- 
lic health agencies, hospitals, social wel- 
fare groups, and any other organized 
and trained personnel which can con- 
tribute to the physical, mental, and so- 
cial well-being of those who are gain- 
fully employed. 
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Rural Programs of Medical Care 


By MILTON I. ROEMER 


UTTING across the lines of every 
aspect of America’s problem of 
medical care are the needs of the nearly 
60,000,000 people living in rural areas.* 
Most, if not all, of the problems of or- 
ganization of medical services are found 
in their severest form in rural sections, 
and a large measure of the organized 
` efforts expended in the last two or three 
decades has been directed specifically to 
meet rural needs. 


RURAL HEALTH NEEDS 


“As early as 1862, some recognition 
was given to the idea that rural life had 
its handicaps, from a health standpoint, 
as well as its “natural advantages.” 
The report of the first Commissioner of 
Agriculture to President Lincoln devoted 
a chapter to. the urgent health problems 
of farm families. As urban medical fa- 
cilities improved and as physicians and 
other medical personnel flocked to the 
cities, the gravity of the rural health 
problem became increasingly appreci- 
ated. In 1911 the first departments of 
public health were organized in a few 
rural counties. Around 1920, rural 
communities in New England began to 
take organized steps to attract physi- 
cians through special subsidies. Pre- 
payment plans for hospital services were 
organized sporadically in small towns of 
Iowa, North Carolina, and Vermont be- 
tween 1917 and 1926, and in 1929 the 
first farmers’ co-operative hospital was 
organized at Elk City, Oklahoma. In 
1933 organized measures were taken by 
the Federal Government to make gen- 
eral medical services more readily avail- 


1 “Rural” is used here, according to the defi- 
nition of the U. S. Bureau of the Census, to 
mean places of under 2,500 population. 


able to low-income farm families, 
through the prepayment program: of the 
Farm Security Administration. In 1946 
the Congress passed the national Hos- 
pital Survey and Construction Act, de- 
signed especially to improve medical] 
care facilities in rural areas. 
Comparisons of the health of rural 
and urban people are difficult because of 
artifacts affecting reporting and because 
of sheer lack of data.’ Space does not 
permit a discussion of rural health 
status by diagnostic categories, but for 
all causes of death combined, the Amer- 
ican rural population appears to enjoy 
an advantage over the urban. Over the 
past fifty years, however, this advantage 
has been dwindling, and we seem to be 
approaching a time when rural and 
urban ‘age-adjusted death rates will be 
equal. As for frequency and duration 
of illnesses, the data are inconclusive but 
suggest higher rates for the rural popu- 
lation. With respect to physical and. 
mental defects as a whole, the burden 
seems to be appreciably higher in the’ 
rural population, compared with the 
urban. For those causes of death and 
of disability which are most readily pre- 
ventable or curable by modern science, 


. the record of the rural population is dis- 


tinctly poorer than the urban. 
Regardless of the health status of 
rural people, it is generally recognized 
that they have access to and receive less 
medical care of virtually every type 
than do city dwellers. The rural areds 
are supplied with proportionately 
smaller numbers of physicians, dentists, 
nurses, technicians, and every other 
class of medical personnel except un- 
trained midwives and possibly chiro- 
practors. They are served by fewer 


160 


RURAL PROGRAMS oF MEDICAL CARE 


general and special hospital beds. 
While beds for tuberculosis and mental 
disorders tend to be predominantly on 
. a state-wide basis, the rural states as a 
whole are far more meagerly supplied 
than the urban. Laboratories and even 
drug stores are proportionately fewer in 
rural sections. Public clinics attached 
to both hospitals. and health depart- 
` ments are relatively less adequate. 

To cope with the general inadequacies 
of medical care for families of low or 
moderate income, a variety of organized 
activities have developed throughout the 
Nation, but the effectiveness of these ef- 
forts has, by and large, been far less in 
the rural sections than in the -cities. 
This applies to programs financed by 
tax funds or by voluntary charity or by 
the insurance device. Thus, programs of 
medical care for the needy, under pub- 
lic assistance agencies, are more mea- 
gerly supported in rural counties than 
in the larger cities. Community chests 
and other charitable sources of funds for 
medical care to the “medically needy” 
tend to be weaker in rural sections. 
Hospital outpatient departments and 
wards for inpatients, which give large 
volumes of “free” or low-cost care to 
low-income persons in the big cities, are 
quite unavailable in most rural districts. 
Voluntary insurance programs, provid- 
ing either indemnification for medical 
care expenditures or direct service, reach 
a very much lower percentage of rural 
than of urban people. Many govern- 
mental programs which provide eco- 
nomic support to help meet the medical 
needs of industrial workers—such as 
workmen’s compensation, disability in- 
surance, and old-age and survivors in- 
surance—do not cover farmers or farm 
laborers. 

Nevertheless, despite these deficien- 
cies in rural medical care as compared 
with urban, a great many organized ef- 
forts have been undertaken designed 
specifically to meet rural needs. Any 
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scheme for describing these rural pro- 
grams will yield some overlapping in 
categories, but a convenient approach 
is the following: (1) programs to attract 
medical and allied personnel; (2) pro- 
grams to develop hospitals. and other 
facilities; (3) programs to ease the fi- 
nancial support for medical services; 
and (4) programs to improve the gen- 
eral quality of rural medical care. 


PERSONNEL 


The most immediate and dramatic de- 
ficiency in rural health services has long 
been the increasingly severe shortage 
of personnel. The problem has been 
world-wide. In the United States, while 
there have been gradual improvements 
in the supply of rural hospitals, the cov- 
erage of rural health departments, and 
even the economic support for general 
medical services, the relative supply of 
physicians and other health personnel 
has actually declined. As a result, there 
has probably been wider attention to 
this than to any other facet of the rural 
medical problem. 

Since about 1920 a number of correc- 
tive steps have been taken. Direct sub- 
sidy to attract physicians has been at- 
tempted by small towns in New Hamp- 
shire, Vermont, Massachusetts, and 
Maine since 1923. Frequently the 
towns guarantee a minimum annual in- 
come, providing from local revenues the 
difference between this sum and what 
the doctor earns privately. Sometimes 
the doctor has been offered a rent-free 
house. In the 1930’s the Common- 


‘wealth Fund gave fellowships to medical 


students on the condition that they 
would practice in a rural community for 
a few years. Although the results were 
discouraging—most of the men leaving 
for an urban area at the end of the pe- 
riod of obligation—the same scheme was 
launched by ‘state governments in the 
1940’s. Virginia passed a law for this 
purpose in 1942, and North Carolina, 
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Georgia, Alabama, Mississippi, Florida, 
Indiana, and Kentucky have followed 
suit. It is too early to judge the effects 
of these efforts, but the number of phy- 
sicians trained through these programs 
is small considering the size of the prob- 
lem. 

Still other approaches have been made 
through the medical schools. The im- 
petus to the establishment or expansion 
of medical schools in several rural states 
has in large measure been the need 
for rural physicians. Alabama, North 
Carolina, and North Dakota have put 
large state funds into medical education 
under this incentive. Some medical 
schools, like those attached to the Uni- 
versity of Tennessee and the University 
of Kansas, make serious efforts to per- 
suade their students to enter rural prac- 
tice. No school in the United States has 
gone as far as Mexico, with its required 
period of ‘social service” of six to twelve 
months in a rural village for all medical 
graduates; but in Mississippi, Louisiana, 
Kentucky, and New York State medical 
students are offered summer positions in 
rural health departments during their 
schooling. An increasing number of in- 
ternships and residencies involve periods 
of work in small rural hospitals under 
some supervision by a central institu- 
tion. 


National approaches 


At the national level there has been 
much planning for the training of more 
physicians, dentists, and nurses. Bills 
recently considered by Congress for 
Federal subsidy of professional schools 
have been designed, among other things, 
. to increase the over-all national supply 
of health personnel in order to correct 
rural shortages. 

During and immediately after World 
War II, a number of Federal programs 
were undertaken which directly or indi- 
rectly were designed to improve or at 
least stabilize the supply of rural doc- 
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tors. In 1943 Congress enacted a law 
to pay transportation expenses and a 
temporary stipend to physicians and 
dentists who would relocate in a com- 
munity needing help. The National 
Procurement and Assignment Service 
was the vehicle established to balance 
the medical needs of the civilian popula- 
tion with those of the armed forces. Al- 
though in most rural regions -military 
medical quotas were rapidly exceeded, 
this program helped to focus national 
attention on the critical nature of rural 
medical shortages. The specialized 
training programs of the Army and the 
Navy and the Cadet Nurse Corps helped 
to train an increased number of medical 
personnel, and enabled many rural 
youth who otherwise could not have af- 
forded it to undertake medical training. 
In the immediate postwar years surplus 
military property was supposed to be 
offered to rural doctors and hospitals as 
a means of strengthening rural medicine, 
but little was accomplished. 

The autonomy of the states with re- 
spect to professional licensure has been 
an impediment to the free movement of 
physicians and dentists to areas of great- 
est need. Reciprocity of licensure be- 
tween states is only about 50 per cent 
effective, and wide discretion is some- 
times exercised by medical examining 
boards to reduce the exchange below 
this. The National Board of Medical 
Examiners has made headway in cor- 
recting this problem, but it still affects 
only a small percentage of new gradu- 
ates. Further assistance to a free move- 
ment of physicians has been provided. 
by an Information Service maintained 
by the American Medical Association’s 
Committee on Rural Health Service. It 
works through the state and county 
medical societies and attempts to bring 
together doctors seeking a place of set- 
tlement and communities needing physi- 
cians. Many rural communities, more- 
over, advertise their attractions in medi- 
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cal journals. Whatever other measures 
are used to correct the maldistribution 
of physicians, a free flow of information 
is obviously essential. 

Organized efforts to attack other as- 
pects of the rural health problem, like 
the construction of hospitals and the 
development of prepayment plans, also 
have an important influence on the sup- 
ply of medical personnel. 


FACILITIES 


Rural hospitals, like those in cities, 
have been built over the years primarily 
through local community effort. The 
lower income of rural sections, however, 
has meant scantier funds and hence 
fewer hospital beds proportionate to 
population than in the cities. With 
more meager resources in both local 
government tax funds and local philan- 
thropy, the rural deficiencies have been 
greatest in general hospitals under the 
control of nonprofit voluntary and gov- 
ernmental agencies. A proportionately 
higher number of rural hospital beds 
have been established in proprietary in- 
stitutions, organized for profit and suf- 
fering numerous inadequacies in the 
quality of service. 

Systematic efforts to improve the sup- 
ply of rural hospital beds have naturally 
depended in large measure on outside 
assistance. Philanthropic . foundations 
have provided important demonstrations 
by giving financial assistance to selected 
rural communities toward the cost of 
modern buildings. The work of the 
Commonwealth Fund, which subsidized 
fourteen rural hospitals, has been out- 
standing; the Kellogg Foundation has 
been a benefactor in Michigan, and the 
Duke Endowment in the Carolinas. 

Outside of financing institutions for 
tuberculosis and mental disorders, state 
governments have done little to ‘support 
hospitals in rural sections. A notable 
exception is Louisiana, whose state-wide 
system of “Charity Hospitals” serves 
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low-income and indigent people in -all 
parts of that rural state. Some states, 
like New York, Connecticut, and Wash- 
ington, use state funds to pay for hos- 
pitalization of public assistance recipi- 
ents in local hospitals, but the impact 
of this aid on rural institutions has been 
slight. 

The Federal Government has helped 
to finance hospital construction since 
about 1935. The Public Works Admin- 


` istration and the Work Projects Admin- 


istration assisted in the construction and 
expansion of hundreds of local general 
hospitals in rural counties. During the 
Second World War, the Community Fa- 
cilities Act provided funds for the con- 
struction of many more institutions in 
rural sections, including both hospitals 
and public health centers. While the 
first of these Federal programs was de- 
signed primarily for work relief pur- 
poses, and the second for mobilization 
in war production or military localities, 
in 1946 a Federal hospital construction 
program was launched specifically to 
meet health needs. The article in this 
volume by Dr. Vane M. Hoge describes 
the operation of this program, which has 
helped to establish hospitals, on a basis 
of rational state-wide planning, in hun- 
dreds of undersupplied rural counties. 
Of special interest in rural areas is 
the use of the co-operative principle as 
a means of financing small institutions. 
This involves the raising of construction 
funds through the purchase of “co-op- 
erative bonds” by a number of families, 
who then become the joint owners of the 
institution. The first such co-operative 
hospital was built in Elk City, Okla- 
homa in 1929 by the National Farmers 
Union, in association with a prepayment 
plan for financing hospital and medical 
services. Others have been established 
in Kansas, Minnesota, Washington, Ore- 
gon, and especially in Texas. In the 
last-named state, some twenty institu- 
tions have been organized in rural com- 
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munities on this basis since the end of 
World War II. The home missions ‘of 
several church denominations have also 
set up hospitals in needy and isolated 
rural districts of the Southeast and 
* Southwest. i 

In the last five years’ another ap- 
proach to rural hospital needs has been 
emphasized: regionalization of services. 
Instead of simply adding more inde- 
pendent units of twenty-five or fifty or 
a hundred beds to the countryside, it 
has been recognized that rural people 
could get the best service if they could 
have access to services not only in local 
hospitals, but also in the finest urban 
medical centers in the state. 
conceives of a flow of patients from 
peripheral to more highly developed 
central institutions and a flow of tech- 
nical and consultant services from the 
urban center to the rural outposts. 
While there has been much more discus- 
sion than action in this sphere, accom- 
plishments so far will be reviewed be- 
. low, under “Quality of Service.” 


FINANCIAL SUPPORT OF SERVICES 


Most governmental ` programs for 
financing medical services have, reason- 
ably enough, applied to all areas in a 
state or in the Nation, and not solely to 
the rural sections. However, many of 
these programs have had only slight 
impact on rural people. Public medical 
services for persons receiving public as- 
sistance (reviewed in the article by Dr. 
Milton Terris) are, of course, available 
to rural people, but—since their support 
comes primarily from state and local 
rather than Federal funds—they tend to 
be less well developed in rural areas 
than in cities. Cash allowances to re- 
cipients of the three special assistance 
programs, designed to enable them to 
pay for medical and related services, are 
usually very low. Vocational rehabili- 
tation medical services are generally 
available, but the concentration of this 


The plan 
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program is inevitably on industrial 
workers in the cities. Workmen’s com- 
pensation nearly everywhere excludes 
farm laborers and agricultural process- 
ing workers from coverage, and never 
encompasses self-employed rural people. 

Certain national programs for financ- 
ing medical care, on the other hand, 
may mean more for rural people than 
for urban, simply because of the local 
rural deficiencies. Thus, the Veterans 
Administration program of medical care 
probably serves a higher proportion of 
rural than of urban veterans, since pri- 
vate services are less accessible to the 
average rural veteran, both because of 
lack of personnel and facilities and be- 
cause of insufficient purchasing power. 
The same probably applied to the war- 
time Emergency Maternity and Infant 
Care program, which provided obstetri- 
cal and pediatric care to the dependents 
of servicemen. It is difficult to docu- 
ment either of these statements, since 
statistical data in these programs are 
not kept on an urban-rural basis; but 
they are borne out by casual observa- 
tions. The marine hospital system, op- 
erated by the United States’ Public 
Health Service for merchant seamen, 
renders medical care to men who may 
live part of the year in rural communi- 
ties. 

Other national programs have served 
population groups that are wholly or 
predominantly rural. The. Indian Serv- 
ice of the Department of Interior has 
long rendered tax-supported medical 
care to the 375,000 Indians in the Na- 
tion, nearly all of whom are country 
dwellers, For the years 1937-47, a 
special nation-wide system of medical 
care was available to certain groups of 
migratory farm laborers, administered 
by a series of agencies in the Federal 
Department of Agriculture. During the 
construction phase of the dams of the ` 
Tennessee’ Valley Authority, medical 
services were organized for the entire 
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families of the workers on this great 
rural project. 

One of the most significant govern- 
mental efforts to ease the burden of 
medical expenses in rural areas was 
the medical care program of the Farm 
Security Administration operating be- 
tween 1936 and 1947. This activity, 
one phase of a general welfare program 
for farm families, was based principally 
on the device of voluntary insurance. 
The Federal Government made loans to 
help depressed farm families to become 
rehabilitated, and, among other things, 
these funds were used for paying mem- 
bership fees in locally organized and 
controlled prepayment plans for physi- 
cians’ care, hospitalization, drugs, and 
dental care. At the height of the pro- 
gram, in 1942, there were about 620,000 
farm people in some 1,100 counties en- 
rolled in these insurance plans. The 
pressures of the wartime period and 
postwar legislative changes brought this 
program to an end, but it has undoubt- 
edly had widespread impact on the atti- 
tude of rural people toward group pre- 
payment as a system for financing medi- 
cal care. ' 

In a few selected rural counties a 


special “experimental rural health pro-. 


gram” was conducted by the Depart- 
ment of Agriculture from 1942 to 1945, 
based on the same principle but supple- 
mented with outright grants (instead of 
loans) to make possible a comprehen- 
Sive scope of service for a higher pro- 
portion of local farm families. The les- 
sons of this experiment are useful in 
helping to evaluate the strength and the 
weaknesses of voluntary medical care 
insurance, fortified by government sub- 
sidy for families of low income. 


Nongovernmental prepayment plans 


Prepayment plans for medical care 
under nongovernmental auspices have 
developed indigenously in rural areas 
and have also reached rural people 
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from urban centers. Some of the old- 
est prepayment plans in the Nation 
had their origins in rural sections—in 
lumbering, mining, and railroad estab- 
lishments, where groups of workers were 
isolated from ordinary community health 
facilities. Most of these plans still op- 
erate, and, while the quality of service 
rendered under them has frequently 
been criticized, they furnish rural non- 
farm people with services that might 
otherwise be lacking. Other classes of 
industry in small towns sometimes have 
prepayment arrangements with private 
group-practice organizations. 

Among farm people, a scattering of 
voluntary “co-operative” prepayment 
plans has developed since the organi- 
zation of the Community Hospital As- 
sociation at Elk City, Oklahoma in 
1929. Similar plans, usually associated 
with the ownership of a hospital, have 
been organized elsewhere in Oklahoma, 
and in Texas, Nebraska, Minnesota, 
Washington, and Oregon. ‘These plans 
under local control are characterized by 
a fairly comprehensive scope of medical 
care and by administrative control by . 
the consumer. 

In contrast, the prepayment plans or- 


, ganized on a state-wide basis tend to 


offer limited service and to be under the 
administrative control of professional or 
related groups. The most important by 
far are the Blue Cross plans for hos- 
pitalization and the Blue Shield plans 
for surgical and sometimes nonsurgical 
services. These insurance plans. (re- 
viewed elsewhere in this volume by Miss 
Margaret C. Klem) have enjoyed tre- 
mendous national growth, but their im- 
pact on the rural population has not 
been great. While a variety of interest- 
ing devices have been used to promote 
rural enrollment—farm bureaus, granges, 
co-operative associations, rural banks, 
and so forth—only a small fraction of 
the Nation’s rural population, undoubte 
edly less than 10 per cent, has been 
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reached, Commercial insurance com- 
panies also sell millions of policies for 
partial indemnification against hospital, 
surgical, or medical expenses, but they 
are largely concentrated among indus- 
trial workers. While prepayment cov- 
erage of all types has had a steady 
growth in rural areas, the cumulative 
percentage of the rural population pro- 
tected is slight, and even among those 
covered, only a fraction of aggregate 
medical care expenses is cushioned by 
insurance, 


QUALITY OF SERVICE 


It has long been realized that the 
handicaps of rural medical resources in 
personnel and’ facilities must yield an 
inferior quality of service for rural peo- 
ple. ‘To improve the quality of rural 
medicine, various steps have been taken 
by physicians, medical schools, private 
agencies, and governmental authorities. 

Most important has probably been 
the organization by private physicians 
of group-practice clinics, most of which 
are located in the generally rural re- 
gions of the United States. Since the 
Mayo Clinic was organized in the small 
town of Rochester, Minnesota in 1887, 


the pattern of group-practice clinics has. 


grown slowly but steadily in ‘small 
towns of the Midwest, the South, and 
the West—less-along the Eastern Sea- 
board. These clinics offer a device for 
making specialist services available to 
rural people, as well as various technical 
laboratory and X-ray services rarely 
accessible to the nonhospitalized rural 
patient. Group practice may be asso- 
ciated with prepayment, but in rural 
regions it more often is not;. neverthe- 
less, economies are possible which are 
often passed on to the patient in fees 
lower than:the same services would cost 
from independent practitioners. The 
details of group practice are discussed 
cby Dr. Dean A. Clark and Miss Cozette 
Hapney elsewhere in this volume. 
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Another measure to improve the 
quality of rural service has been the 
organization of various courses of post- 
graduate medical education. Medical 
schools, medical societies, health depart- 
ments, and private foundations have 
sponsored courses to acquaint the rural 
practitioner with recent developments 
in the various clinical specialities. Phy- 
sicians may come into the urban medi- 
cal centers, or traveling lecturers and 
consultants may go out to the small 
towns of a state. One of the difficul- 
ties impairing the effectiveness of these 
courses has been the lack of any or- 


‘ganized system of locum tenens physi- 


cians, which would enable the busy rural 
doctor to get away for a solid period 
of training. 

While periodic re-examination of phy- 
sicians for new licensure has been sug- 
gested as a device to encourage rural 
and urban practitioners to keep abreast 
of new developments, nowhere has this 
been tried. Routine inspection and ap- 
proval of hospitals, however, by the 
American Medical Association and the 
American College of Surgeons have 
served in some measure to maintain the 
quality of service in rural hospitals. 
Since 1946, moreover, nearly all the 
states have enacted hospital inspection 
and licensure laws which provide a legal 


foundation for this type of practice. 


A culmination of various efforts to 
heighten the scientific quality of rural 
medicine is found in the concept of “re- 
gionalization of services,” promoted in 
recent years. Recognizing the hospital 
as the key facility for delivery of com- 


plex medical services, the concept en- 


visages a system of interrelationships 
between rural and urban institutions 
which would enable any rural person to 
have access to the highest level of serv- 
ice provided in the greatest urban medi- 
cal center. Itinerant consultation serv- 
ices, referral of patients, exchange of 
interns and residents, formal postgradu- 
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ate courses, pathological or laboratory 
or X-ray services by traveling special- 
ists, circulation of medical literature, 
regional blood banks, and .other services 
are all involved. They are discussed 
more fully by Dr. Paul A. Lembcke 
elsewhere in this volume. While each 
element in a regional plan has been tried 
separately in one place or other for 
„many decades, the’ combination was 
launched only recently. 


Pusrtic HEALTH PROGRAMS 


This discussion has focused on pro- 
grams designed to improve the quantity 
and the quality of general medical care 
in the rural areas of America. It has 
not considered activities of a primarily 
preventive character or programs con- 
ventionally conducted by departments 
of public health. Nevertheless, it must 
be realized that the line between preven- 
tion and treatment has long faded away. 
Many “public health” programs in coun- 
try and city alike constitute: advances 
also in the provision of medical care. 
Programs of dental care for children in 
rural schools, for example, provide diag- 
nostic and treatment services, under the 
auspices of official health or education 
agencies, which would otherwise have 
to be purchased privately. Clinics for 
expectant women and for infants and 
preschool children offer an organized 
system of ‘diagnostic services for many 
families of moderate income. Public 
services in venereal disease, tuberculo- 
sis, and cancer detection, and the gen~ 
eral examination of school children, help 
to meet the personal health needs of in- 
creasing numbers of rural people. 

Under the “categorical” disease-by- 
disease approach, much organization of 
both the payment for and the provision 
of services has been possible, and has 
been attended by less controversy than 
under a comprehensive approach to gen- 
eral illness. Yet the proportion of the 
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total population reached by these spe- 
cialized programs is usually small, and 
in rural areas they are usually less well 
developed than in the cities. 


A SOCIAL MOVEMENT 


Efforts to improve rural medical care 
have taken the form of a special social 
movement. Itis an aspect of a broader 
movement to better the general living 
conditions of rural people. Agricultural 
agencies like the Farmers Home Admin- 
istration, the Extension Service, and the 


Farm Credit Administration have di- ` 


rected attention to the problem. All the 
major farm organizations—the farm bu- 
reaus, the granges, the farmers’ unions, 
and the major farmers’ co-operatives— 
have developed plans to extend medical 
care for their members. In many states, 
various citizen committees have worked 
to develop plans for better rural health 
service, based on both voluntary and 
governmental efforts. The American 
Medical Association has promoted the 
organization ‘of rural health committees 
in nearly all the states. 

When a social movement reaches an 
advanced stage, it usually becomes 
crystallized in legislative proposals. In 
addition to Federal legislation on facili- 
ties and personnel, several other bills 
have been introduced in Congress de- 
voted largely to rural medical care. 
One bill provided for various forms of 
assistance to rural communities for pub- 
lic health services, postgraduate medi- 
cal education, prepayment medical care 
plans, health centers, and so forth. An- 


‘other bill would subsidize the organiza- 


tion of medical care co-operatives. In 
several major bills on nation-wide medi- 
cal care insurance, compulsory or volun- 
tary, special provisions are made for 
supplemental assistance to rural areas. 
The issue of rural medical care remains 
a live one, socially and therefore politi- 
cally. It is altogether likely that in the 
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years ahead increasing steps will be the capacities of American medical sci- 
taken, both by government and by vol- ence and the level of services actually 
untary groups, to close the gap between received by rural people. 
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Since 1941 he has been engaged in the administration of public health and medical care 
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Medical Care for Minority Groups’ 


By W. Montacur Coss 


ESTRICTIONS deriving from cus- 

\ tom, law, or economic status, which 
affect minority groups as such, create 
categories of “special needs” for them 
in such matters as education, housing, 
employment, and health. The tenets of 
this country afford guarantees to all 
citizens, amply affirmed historically, of 
freedom from discrimination based on 
race, creed, ancestry; or national origin. 
When, therefore, the several areas of 
the special needs of minorities are ad- 
dressed from the viewpoint of the con- 
cepts under which our Government func- 
tions, these needs must be regarded as 
temporary problems. The assumption, 
well justified by recent fact, must be 
that there will be continuous effort and 
actual progress toward the elimination 
of minority restrictions so that eventu- 
ally the special-needs categories will 
cease to exist. From the legal and 
ethical standpoint, the attitude that mi- 
nority special needs must be treated as 
temporary problems is compulsory. 


1To avoid a tedious documentation, the 
following five references are cited as basic for 
the reader who wishes to explore the subject 
further, W. M. Cobb, Medical Care and the 
Plight of the Negro; 38 pp., New York: Na- 
tional Association for the Advancement of 
Colored People, 1947; Cobb, Progress and 
Portents for the Negro in Medicine, 53 pp., 
New York: NAACP, 1948; Cobb, “Federal 
Aid to Medical Education,” Journal of the 
National Medical Association, Vol. 42 (1950), 
pp. 87-94; C. W. Buggs, Premedical Education 
for Negroes: Interpretations and Recommend- 
ations Based Upon a Survey in Fifteen Se- 
lected Negro Colleges, 51 pp., Washington: 
Office of Education, Federal Security Agency, 
1950; symposium, “The Health Status and 
Health Education of Negroes in the United 
States,” 443 pp., Journal of Negro Education, 
Yearbook No. 18, 1949, Howard University, 
Washington, D. C. 


On the other hand, many influences 
of great power do not presume change 
in the status of minorities. These re- 
gard the special-needs ‘categories as 
permanent essentials, and solutions to 


-the problems: must be fitted into pro- 


visions which maintain existing, mi- 
nority restrictions, 

Whatever the conflicts in its view- 
points, however, the public must face 
undeniable needs in terms of premises 
which have come to have national and, 
increasingly, global acceptance, namely: 
(1) There ought to be enough health 
personnel and facilities to care for the 
sick; (2) a person is entitled to ade- 
quate medical care irrespective of his 
economic status; (3) preventive medi- 
cine and public health measures have 
so proved their worth as to demand the 
most rapid possible extension. 

To withhold medical care where it 
would save human life is generally re- 
garded as unethical. The truth of the 
cliché that disease knows no color line 


‘has made “enlightened selfishness” a 
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strong motivating force for ameliorating 
the health plight of minorities. Finally, 
responsible opinion universally acknowl- 
edges that poor health in any segment 
of the population represents significant 
loss to the national resources in .man- 
power and to the total economy. The 
import of these considerations removes 
from discussion of the health needs of 
minorities imputations of “special plead- 
ing” which have frequently been made. 


THE NONWHITE MINORITIES 


The minorities whose needs for medi- 
cal care have become the subject of spe- 
cial attention belong to what the Bu- 
reau of the Census terms the nonwhite 
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population. These include the Negro, 
the Indian, Spanish-speaking people of 
relatively recent immigration, and vari- 
ous groups of Asiatic descent. All are 
groups of low economic status. 

There are minorities within the white 
population, such as Jews and Catholics, 
which have organizations and institu- 
tions for the provision of medical care. 
The economic resources of these groups 
are great, however, and being within the 
majority white population, they neither 
encourage nor allow their health needs 
to be the focus of formal or informal 
public attention. Indeed, their organi- 
zations and institutions for medical care, 
as a whole, are chartered, and operate 
for the public, rather than sectarian, 
service. : 

This paper will treat minority health 
provisions chiefly in terms of the Negro. 
Mexican workers and those of Asiatic 
descent in the border and Pacific states 
are subject to essentially the same pat- 
terns of limitations as are Negroes, with 
complications introduced by cultural dif- 
ferences. Unfortunately, adequately col- 
lated information on their ‘needs for 
medical care is not available. Spanish- 
speaking citizens from the Caribbean 
area, such as the Puerto Ricans in New 
York, are classed and treated as Ne- 
groes. Portrayal of the minority situa- 
tion in terms of the Negro as the largest 
minority and the one on which most in- 
formation is at hand will be sufficiently 
comprehensive and accurate for present 
purposes. Effective principles for solu- 
tion of Negro problems will in their ap- 
plication improve the lot of the other 
nonwhite minorities. 


Tue Minoriry HEALTH DEFICIT 


The extent to which the health of the 
nonwhite minority population is worse 
than that of the white majority is most 
concisely reflected in a shorter life ex- 
pectation of 8.68 years as of 1948. 
Comparative mortality analysis indicates 
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that excessive deaths in nonwhites are 
almost entirely from preventable causes; 
that is, conditions for which effective 
treatments or programs of control have 
been developed, such as maternal and 
infant mortality, tuberculosis, pneu- 
monias, and venereal disease. The 
situation is thus revealed as one in 
which the minority is not obtaining full 


benefit of medical knowledge and fa- 


cilities for care even in such measure as 
these are now of proved value to the na- 
tional population. 

In the past fifty years the differential 
in Jongevity between the white and non- 
white groups has been decreased from 
about fifteen years in 1900 to the eight 
and a half years of today.. Hence the 
nonwhite has shown a relatively greater 
increase in life expectation than the 
white during the first half of the twen- 
tieth century. Clearly, the minority has 
gained from advances in health care, 
with indication that when benefits from 
the latter are available on parity with 
the majority, mortality and longevity 
differentials will be erased. 

Attention is thus focused upon the 
areas in which the minority is not ob- 
taining full profit from the best prac- 
tices and facilities for medical care now 
extant. The roots of the trouble lie in 
discriminatory practices and economic 
status. The minority has a shortage of 
health personnel in all’ branches, lim- 
ited access to hospital and other health 
facilities, and, where great concentra- 
tions of its population are located, is un- 
able to pay for the care it needs, even if 
available. 


PERSONNEL AND EDUCATIONAL 
RESOURCES i 


There are in the United States today 
about 3,800 Negro physicians, 1,600 
dentists, 1,500 pharmacists, and 8,000 
nurses. Negro personnel comprises ap- 
proximately 1.8 per cent of the physi- 
cians, 2.0 per cent of the dentists, 1.5 
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per cent of the pharmacists, and 2.7 per 
cent of the nurses in the Nation. Pre- 
_liminary 1950 census returns indicate 
that the Negro total will exceed 15 mil- 
lion, and will constitute more than 95 
per cent of nonwhites and approximately 
10 per cent of the population. A mi- 
nority of 10 per cent of the population 
furnishes only about 2 per cent of the 
trained health personnel. . < 
Causes for this disparity dre not diffi- 
cult to find. First are the exclusion or 
restriction policies of training institu- 


tions. Negro students are not admitted . 


to 25 or about one-third of the 79 medi- 
cal schools, 16 or nearly half of 40 den- 
tal schools, 20 or close to a third of 65 
pharmaceutical schools, or 832 or 68 
per cent of 1,215 state-accredited nurs- 
ing schools, although all these institu- 
tions are tax-exempt and many are tax- 
supported. 

Another vital cause for the personnel 
deficit is the inadequate academic prepa- 
ration of a large number of applicants 
for professional training. The bulk of 
these aspirants receive their preliminary 
education in the Negro branch of dual 
school systems in states which have not 
shown ability to maintain a single sys- 
tem up to current standards. Conse- 
quently the segregated division is always 
the inferior part of what is offered. 

The relatively poor showing of stu- 
dents from the typical accredited: Negro 
colleges on standard tests of medical 
. aptitude and scholastic achievement has 
been a major factor in the failure of 
Negro students to obtain admission in 
larger numbers to northern and western 
medical and dental schools which main- 
tain no color bar. Similar findings have 
been reported for schools of pharmacy. 
In 1949 only 63 of 325 schools of nurs- 
ing which will admit Negro students 
had such students registered. 

By far the major work of the training 
of Negro health personnel has been and 
is being accomplished by “separate” in- 
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stitutions. These include two colleges 
of medicine (Howard and Meharry), 


- two colleges of dentistry (Howard and 


Meharry), two colleges of pharmacy 
, (Howard and Xavier), about ten hos- 
pitals with approved training programs 
for interns and residents, and twenty- 
nine schools of nursing. 

Other separate schools now defunct 
have contributed to the training of Ne- 
groes for service in the health profes- 
sions.’ Without exception, these institu- 
tions had to close because of inability to 
meet rising standards and costs. 

Again without exception, the existing 
teaching institutions are faced, and 
throughout their history have labored, 
with serious problems -in respect to 
financial support, staff of adequate 
training and numbers, and physical 
equipment. 

In response to ever growing needs for 
more personnel, the professional schools 
have increased their enrollments dan- 
gerously. Howard Medical School, for 
example, was built to accommodate 60 
students in a class. During and since 
World War II it has admitted. classes 
of 75, an increase of 25 per cent. It 
has not been possible, however, to match 
the increase in enrollment with com- 
parable increase-in staff and facilities. 

The output of Negro doctors alone, 
from Howard and Meharry plus those 
graduated from institutions without the 
racial bar, cannot keep pace with popu- 
lation growth, either of the minority or 
of the total. Actually, available data 
indicate that in the last decade new 
graduates have not replaced losses 
through death and otherwise, as there 
appeared to be fewer Negro doctors in 
1948 (3,753) than in 1942 (3,810). 
The present rate of production as 
judged by the last three years is hope- 
lessly inadequate, as shown in Table 1. 

The small production -of dentists is 
equally alarming, as seen in Table 2. 
Relatively: the same situation exists. in 
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TABLE 1—Necro MEDICAL GRADUATES, 
1948-50 . 
Howard Other Schools 
Year d Total 
Meharry Number | Per cent 
1948 | 122 is | 123 | 137 
1949 121 13 10.7 134 
1950 123 30 23.9 153 
1948-50] 366 58 15.8 424 


respect to pharmacy and nursing. In 
1948 only 597 Negro nurses were gradu- 
ated from 53 schools of nursing. - 

In distribution of personnel, condi- 
tions are even worse. The present ratio 
of active physicians to population is 
about 1 to 770 for the country as a 
whole. Applied to Negro physicians 
and Negro population this ratio is about 
reached in two cities in the country— 
Washington, D. C. and St. Louis, Mis- 
souri. The ratio of Negro physicians to 

- Negro population is 1 to 3,681 for the 
country as a whole; 1 to 18,132 in Mis- 


TABLE 2—NeEGRO DENTAL GRADUATES, 


1940-47* 
. Howard Other Schools 
Vear and Total 
` Meharry Number Per cent 
1940 12 (2) | (14.2) | 04 
1941 19 (2) (9.0) (21) 
1942 28 (2) (6.6) (30) 
1943 26 (4) (13.3) (30) 
1944 54 (4) (6.6) (58) 
1945 53 (6) (10.2) (59) 
1946 59 (10) (14.4) (69) 
1947 70 (9) (11.3) (79) 


‘* The figures in parentheses are hypotheti- 
cal. The number of graduates from “Other 
Schools” each year is not known. Our figures 
were obtained by dividing the number of 
Negro students in these schools each year by 4, 

- assuming one-fourth of the total would 
graduate. Our figures are excessive in that 
normal “attrition” is not taken into account. 
Our figures are useful in that they approxi- 
mate the truth, erring in generosity as to the 
number of graduates from “Other Schools.” 
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sissippi; and 1 to 12 561 in South Caro- 
lina. 


HOSPITAL FACILITIES 


The accepted standard for availability 
of general hospital services is 4.5 beds 
per 1,000 population. The ratio for the 
country in 1949 was about 3 beds per 
1,000. At the bottom of the list of 
states were those with heavy Negro 
population—Alabama, 1.8; Georgia, 2.2; 
and Mississippi, 1.7. There i is no means 
of determining accurately the number 
of beds available to the nonwhite mi- 
nority. 

Wherever large concentrations of mi- 
nority population exist, discriminatory 
patterns, sometimes subtly enforced, 
may be found. In large cities of the 
North, minority patients occupy a sub- 
stantial proportion of the free beds in 
public hospitals. The accessibility of 
voluntary hospital facilities to such pa- 
tients varies. In New York, admission 
to most of. the voluntary hospitals is 
possible. In Chicago, a large majority 
of the voluntary institutions do not 
admit Negroes, Mexicans, Filipinos, or 
Japanese. In Southern areas, where 
segregation is legally enforced, the situa- 
tion is incomparably worse. In many 
places, no hospital facilities whatever 
are available to Negroes. The base- 
ment ward for colored patients has been 
for years a notorious Southern institu- 
tion. In those states which have an ex- 
tremely low ratio of hospital beds to 
population, the beds and attendant fa- 
cilities available. to the minority are al- 
ways fewer than and inferior to those 
for the majority. 

Lack of membership in the constitu- 


“ent societies of the American Medical 


Association renders Negro physicians 
ineligible to hospital staff positions in — 
the Southern states in general. Even. 
in the North, where this membership is 
held, Negro physicians have great diffi- 
culty in obtaining staff appointments 
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which will permit them to follow their 
patients into hospitals. 

To compensate in part the general 
lack of hospital facilities, there has de- 
veloped in the South and in many cities 
in the North and Midwest, a number 
of hospitals totaling about 115; good, 
bad, and indifferent. For a time, under 
the guise of progress, there was develop- 
ing what threatened to become a custom 
of transferring old hospitals to Negroes, 
usually with large financial liabilities, 
in urban neighborhoods which had be- 
come Negro. This was termed by the 
writer the “old clothes to Sam” pattern. 
Fortunately, its growth appears to have 
been arrested—permanently, it is hoped. 


FINANCIAL HANDICAPS 


There is no need to belabor here 
the established correlation between the 
quality and quantity of medical care an 
American receives, and his ability to 
pay for it. Those who have most need 
of medical care have been able to afford 
it least, and consequently have gone un- 
attended to the greatest extent. Simi- 
larly, the position of the Negro, and in 
some sections other nonwhite minorities 
at the bottom of the economic pyramid, 
is so well documented as to require no 
emphasis. 

Because voluntary prepayment plans 
have been put forward as the means of 
rendering compulsory health insurance 
unnecessary, there is interest in know- 
ing the extent to which minorities may 
benefit from such plans. Many com- 
plexities are involved, but it seems clear 
that the states with lowest per capita 
income will not have many individuals 
who can afford Blue Cross, Blue Shield, 
or other prepayment plans as now pro- 
posed. 

Adequate data are not yet available 
on the degree to which minority citi- 
zens are admitted to Blue Cross and 
Blue Shield plans where they can af- 
ford it. In some places minority citi- 
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zens are admitted to these plans; in 
others they are not. In some places 
where admitted, they are forced to go 
to segregated hospitals of inferior 
quality. But these hospitals are glad 
to have even this type of Blue Cross 
support, because of their own financial 
struggles. 

In Washington recently a large health 
service plan which does not practice 
racial discrimination felt compelled to 
reject coverage of a large group of gov- 
ernment workers who happened to be 
Negro, because their salary level was 
too low. An additional complication is 
introduced by the fact that many group 
plans do not provide for the inclusion 
of Negro physicians, so the patients on 
entering them must change their physi- 
cians. This is desired neither by the 
patients nor by the Negro and white 
physicians concerned. At the present 
writing it does not appear that volun- 
tary prepayment plans can meet the 
needs of the majority of the nonwhite 
population. 


THE LARGER PROBLEM 


Minority problems are only special 
facets of general problems. Where a 
situation is bad, that of the minority is 
almost invariably worse. So it is that 
the personnel shortages, facility inade- 
quacies, and economic difficulties over 
costs of medical care, here cited in re- 
spect to a minority, have been long rec- 
ognized as national problems, and many 
solutions for them have been put for- 
ward, 

For the personnel shortages, new 
schools and increased enrollments with 
Federal aid to medical education have 
been proposed. Centering on physi- 
cians, the number of new personnel 
needed has been hotly disputed, but the 
necessity for increase has not been de- 
nied, and the need for better distribu- 
tion of physicians has been universally 
acknowledged. 
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The necessity for Federal aid to re- 
lieve the financial plight of the medical 
schools has been proclaimed indispu- 
table by the most eminent authorities; 
yet legislation proposed has not been 
able to secure passage. Neither have 
plans for a private foundation for the 
support of medical education ` borne 
fruit. 

On facilities, there has been sufficient 
agreement for the Hospital Survey and 
Construction Act to become law, and 
during the first four years of this pro- 
gram, 1,500 project applications have 
received approval for Federal aid, con- 
struction has been started on more than 
1,000 projects, and over 200 have been 
completed. r 

The proposal for national health in- 
surance to cover most of the population 
has precipitated a bitter controversy. 

From the national standpoint, there 
has thus been some progrėss in the di- 
rection of relieving „personnel and hos- 
pital facility shortages. Stalemates have 
resulted with respect to financial sup- 
port for medical education and the pro- 
vision of means for the majority of the 
population to pay for the medical care 
it needs. Meanwhile, the needs grow 
more acute. : 

In matters of this kind the minority 
citizen is interested in knowing how the 
new proposals are going to affect him. 
He has long been accustomed to being 
left out of the original thinking, or hav- 

‘ing some special provisions made just 
to keep him quiet. He frequently has 
had to seek the inclusion of antidis- 
crimination clauses in legislation to en- 
sure a minimum of justice, but these 
are too often unsatisfactory. This pro- 
duces a cynical unrest in the minority 
and affects the majority conscience. 


FAVORABLE TRENDS 


A number of recent developments 
have acted to improve the, atmosphere 
in which minority problems in general 
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may be considered. All are applicable’ 
to the health area. The President’s 
Committee on Civil Rights and Com- 
mission on Higher Education, and the 
Commission on Hospital Care appointed 
through the American Hospital Associa- 
tion, have each recommended the abo- 
lition of segregative practice in their 
respective spheres. These place on rec- 
ord the opinion of eminent and tespon- 
sible citizenry and competent profes- 
sionals. 

This has been reinforced by a series 
of Supreme Court and lower court de- 
cisions affecting education. As a re- 
sult, the School of Medicine of the Uni- 


‘versity of Arkansas admitted a Negro 


student in 1948 and 1949 without mis- 
hap. The faculty of the Washington 
University School of Medicine in St. - 
Louis has voted to accept Negro stu- 
dents. Other Northern and Western 
medical schools have indicated a desire 
to admit more Negro students provided 
they compete successfully with other 
applicants for admission. In 1949-50 
there were 140 Negro students in 42 
nonsegregated schools, as compared with 
117 such students in 36 institutions in 
1948—49. 

Admission to a county medical so- 
ciety is no assurance of admission to 
hospital staffs, as Negro physicians who 
belong to their county medical societies 
in such cities as New York, Philadel- 
phia, and Chicago well know, but such 


membership is the first hurdle. In the 


seventeen Southern states and the Dis- 
trict of Columbia, organizational law or 
custom has traditionally limited mem- 
bership in county and state societies 
affiliates of the American Medical As- 
sociation to white physicians. In recent 
months the Baltimore County Society, 
the Delaware State Society, the Mis- 
souri State Society, the St. Louis Medi- 
cal Society, and the Florida Medical 
Association have either admitted or 
taken steps to provide for the admis- 
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sion of Negro physicians. The Medical 
Society of the District of Columbia has 
the matter in an advanced stage of.con- 
sideration. At its convention in June 
1950, the American Medical Association 
passed resolutions urging constituent 
county and state societies having ra- 
cially restrictive membership provisions 
to restudy these provisions in the light 
of prevailing trends, with a view to 
eliminating such restrictions. 

In many of its programs, particularly 
in the area of maternal and child wel- 
fare and of venereal diseases, the work 
of the United States Children’s Bureau 
and the United States Public Health 
Service is contributing significantly to 
improvement of the lot of the nonwhite 
minorities. 


Contrary TRENDS 
Against this is the fact that in Feb- 


ruary 1948, fourteen Southern states . 


. adopted the Regional Education Plan, 
` ostensibly for the maintenance of Me- 
harry Medical College, which was facing 
a financial crisis. This requires all Ne- 
gro students in the ‘participating states 
to go to Meharry Medical College in 
lieu of admission to the state-supported 
institution in their own states. The 
funds so provided, however, fall far 
short of the amount necessary to main- 
tain the institution. In addition, the 
plan is a frank device for the perpetua- 
tion of ‘segregation, and the National 
Association for the Advancement of 
Colored People has pledged itself to 
-legal prosecution of all devices whereby 
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students are barred from educational 
institutions on racial grounds. Favor- 
able judgments have already been ren- 
dered on a number of the points receiv- 
ing court tests. 

‘Segregative practice is receiving some 
fresh entrenchment in the fact that an 
undetermined number of the small new 
hospitals being built under the Hil- 
Burton Act are designed as separate in- 
stitutions. The law provides only that 
where states require separate provisions 
the latter shall be equal in the approved 
plan. After erection, there is no Fed- 
eral jurisdiction over operation or main- 
tenance.. Such new facilities are hailed 
with guarded acclaim as significant 
progress. ` 


Tae Main TREND 


While it-is undoubtedly true that fear 
of unified support of national health in- 
surance by the Negro minority has in- 
fluenced some of the liberal moves by 
organized medicine, it is safe to say‘ 
that trends, are in a liberal direction. 
There are many indications that the 
nonworkability and excessive cost of 
segregative schemes, both in professional 
education and in the provision of medi- 
cal care, cannot be continued indefi- 
nitely. The day may be now envisioned 
when the country will simplify its prob- 
lems in medical care by facing them as 
such, and not as those problems’ com- 
plicated by incongruous and inequitable 
attempts to make separate provisions 
for minorities with ‘placebos of one 
kind or another. 


W. Montague Cobb, M.D., Ph.D., Washington, D. C., is professor of anatomy and head 
of the Department of Anatomy at Howard University; chairman of the Council on Medi- 
cal Education and Hospitals, National Medical Association, and-editor of the Journal of 
the National Medical Association; president of the Anthropological Society of Washing- 
ton; and active in many scientific organizations. He is author of five bound volumes and 
- over a hundred monographs and scientific articles. 


Planning for a Broad Health Program 


By EDWARD S. ROGERS 


N a free society, those functions that 

require planning inevitably encounter 
complicated value judgments and de- 
~ cisions. The complexity arises from the 
effect of planning, as a social process, 
on the fundamental tenets of a free so- 
ciety. Planning involving more than 
one person or family implies that some 
person or group of persons will in some 
way predetermine the course of action 
of others, and conversely, that’ in ac- 
cepting the guiding force of a plan the 
individual divests himself of complete 
independence of decision and action. 

In spite of our belief in a free society, 
so strongly linked in American tradition, 
we recognize that conflicts between the 
right of freedom for the individual and 
the rights of communities may require 
the placing of limits upon personal free- 
dom: for the good of all. We also rec- 
ognize that adherence to a traditional 
or dogmatic concept of personal free- 
dom is untenable in a changing social 
structure, and that no social’ structure 


that does not accept change can long - 


survive. 

One of the fundamental problems to 
be answered is whether there should be 
health planning at all. If there is to be 
planning, at what level should it take 
place: national, state, or -localP Who 
should do it: government, voluntary 
groups, or vested interests? What 
should it embrace: a minimum of func- 
tions, or all related functions? 


REGULATION OF SOCIALLY IMPORTANT 
SERVICES 


The early practice of medicine in this 
country offers an excellent example of 
free enterprise. There were no formal 
educational requirements or laws gov- 


erning the conditions of practice. The 
only restrictions upon the physician 
were self-imposed, the product of a code 
of ethics based on social consciousness. 
But free enterprise in medical practice 
has been restricted by several significant 
events. Practically all the functions of 
medical practice have come under some 
degree of organization, either by self- 
imposed standards or by acts of law. 
This pattern is indicative of increasing 
recognition of the essential character of 
the services that the physician renders 
to the public, and of the increasing com- 
plexity of the practice of scientific medi- 
cine. 
Similar regulatory mechanisms have 
arisen in other fields when they too be- 
came, complex and their smooth func- 
tioning became indispensable to the 
community. Elementary and secondary 
education provides an example of a 
situation where responsibility for both 
standards and operation has shifted 
from private to public control because 
of the social importance of the service. 
Fundamental controls are also exercised 
by the public in many areas that are 
still essentially free enterprise under- 
takings, such as public utilities, bank- 
ing, insurance, and communications. 
Effective safeguarding of products and 
professional’ standards also may be 
exercised voluntarily by industrial and 
professional groups. The programs of 
the National Canners Association, the 


- American Bar Association and the 


Americar Medical Association are perti- 
nent examples. - 


Co-ORDINATION OF EFFORTS 


In a sense, the functions responsive to 
the Nation’s health needs are emerging 


176 


PLANNING FOR A Broan HEALTH PROGRAM 


as a constellation of services identifiable 
as a distinct area of human endeavor. 
These health services shotild prove to 
be more effective for the recipient and 
more attractive for the provider of serv- 
ice as a planned and functionally re- 
lated group of activities than would be 
the continuation of the widely varied 
and casual pattern existing at present. 


Some of these activities are quite highly . 


organized. Public health departments, 
organized professional associations, vol- 
. untary health associations, the legal 
control of professional licensure, and 
the voluntary setting of standards for 
medical specialties and hospitals pro- 
vide examples of the character and 
spread of these unrelated efforts. 

The point of importance is not so 
much that a certain amount of unde- 
sirable and avoidable confusion and 
duplication might be expected as the re- 


sult of such a variety of independent _ 


activities, but rather that no one really 
knows how much there is or how well 
the total need is being met. 

` A major premise of this discussion is 
the assumption that our knowledge is 
now sufficient to make intelligent study 
and comprehensive planning both fea- 
sible and desirable, in spite of the ex- 
traordinary complexity of the problem. 
Perhaps such study will reveal that the 
cow-path pattern by which we have ar- 
rived at our present relatively favorable 
health status has achieved the miracle 
of a well-balanced and properly co- 
ordinated whole. Perhaps it will not. 


CHARACTERISTICS OF PLANNING 


To be effective, planning for a broad 
health program must be sensitive to 
each aspect of this many-sided prob- 
lem; but most important of all, it must 
be practical. Frequently, “planning” is 
a term applied to incomplete and poorly 
thought-out idealisms. Such a product 
may produce controversy,.it may stimu- 
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late helpful discourse, but it is not 
proper planning. On the other hand, . 
too much can be expected of a plan, and 
in consequence almost any plan can be 
subjected to criticism by those who are 
opposed to it. This can be done most 
readily by placing the plan in a setting 
for which it is not intended, and point- 
ing out that it is unworkable. Such at- 
tack may be deliberate; but it may 
quite as well be invited because of fail- 
ure on the part of those responsible for 
the plan to orient it clearly in terms of 
time, place, and purpose. 

In this discussion the term “planning” 
as it applies to a broad health program 
will be considered as embracing: (1) a 
broad study of the health needs of the 
area in question, including provision of 
all the facilities and services directly 
concerned with individual and commu- 
nity health; (2) an evaluation of the 
current and potential contributions and 
requirements of each facility and pro- 
fessional or technical group; (3) con- 
struction of a plan of action with re- 
spect to the functions of each and for 
necessary new developments. 

A plan may be written in general 
terms and be essentially long-range in 
time. In this case-it will constitute a 
blueprint or master chart whereby a 
gradual development or evolution may 
take place and in which each current or 
new function or opportunity may be 
viewed in the light of its relation to 
other aspects of the problem. It also 
may be evaluated in terms of the de- 
gree to which it will constitute a con- 
tribution to or be consistent with the 
desired pattern. A long-range plan 
should .serve the need, and not become 
its master. To this end it should be 
revised at appropriate intervals as 
changed conditions and experience may 
indicate. ; 

A plan may be immediate in time, de- 
tailed in content, and aimed at meeting 
a specific local need. An operating plan 
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of this sort should originate at the ulti- 
. mate grass-roots level where it will func- 
. tion. It should be secondary to and 
consistent with an appropriate long- 
range plan prepared in larger perspec- 
tives of time and geography. It, too, 
should make provision for appropriate 
modification with experience. 


LEVELS oF PLANNING 


In terms of planning for a broad 
health program, the broadest planning 
might be expected at the national level. 
Such planning should deal with the fun- 
damental objectives to be served, the 
basic methods to be organized or de- 
veloped, and the provision of necessary 
aids, of both concept and operation, to 
local communities. It should be long- 
range. 

It is important to recognize the simi- 
larities and differences between the 
problems of planning groups at the na- 
tional and local levels. Both will be 
concerned with a great many types of 
facilities, professional and technical per- 
sonnel, and participating groups which 
must be pulled together in a functional 
orientation. Both should have provision 
of the best possible services as their ob- 
jective. Both should be fully cognizant 
of the needs of providers as well as con- 
sumers of service and should embrace 
equitable representation of each. 

One of the most significant differ- 
ences between these two levels will be 
found in the character of the repre- 
sentation of the groups concerned on 
the planning body. 

At the local level, it is generally pos- 
sible to deal quife directly with all ap- 
propriate individuals or organizations. 
A local health council or similar body 
can provide a forum wherein the vari- 
ous interests, views, needs, and griev- 
ances can be given adequate attention. 
However, the technical niceties involved 
in accomplishing this should not be 
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minimized. It frequently is not an easy 
task! 

Conversely, at the national level, an 
approach to these same problems can 
be had only through the mechanism of 
representation. This is often so remote 
from authority and so hamstrung by the 
necessity of organizational representa- 
tives to refer back to their governing 


. bodies that decisive action is ‘most diffi- 


cult and agreement in controversial 
areas almost impossible to achieve by 
conference and negotiation. The larger 
number of organized groups that may 
claim some part in planning at the na- 
tional level adds to the difficulty and 
tends to create situations in which 
dominant groups may be impelled to 
seek to control the planning group. 

These problems are common to their 
respective levels of planning whether it 
is done under governmental -or volun- - 
tary auspices. 


MOTIVATION 


In general, each group, institution, or 
individual will enter a planning confer- 
ence with some specific motivation.. He 
may like things the way they are and 
therefore be resistant to any change or 
any element of a plan that will en- 
danger the security of his current po- 
sition. On the other hand, he may have 
urgent needs the solution of which can 
be brought about only by means of 
organized group action. Such an indi- 
vidual may become narrowly insistent 
upon the changes he believes necessary. 
Other individuals or groups may see in 
the situation opportunities for gain of a 
personal or political nature, and their 
participation may be consciously or un- 
consciously determined by values other 
than those relating to the issue itself. 
Still other individuals or groups may be 
motivated by emotional interest in one 
or another phase of the problem to 
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which they may have given very gener- 
ously indeed in terms of time and 
money. These persons or groups tend 
to be protective of the position and pre- 
rogatives of the effort which has en- 
listed their support. 

These conditions are not pecaliei to 
the health service area, but in that area 
they seem to meet with about as diffi- 
cult an environment as can be imagined. 
Since a plan for the most effective uti- 


lization of all technically competent per-_ 


sons and organizations is almost certain 
to result in some change or limitation in 
what some or all of those involved are 
already doing or are anxious to do, the 
background for controversy is firmly 
laid at the outset, unless motivation is 
sincere. 

Ideally, such complete sincerity and 
humanitarian interest on the part of all 
concerned would be assumed. However, 
the problem is not so simple. Recent 
experience has shown that more adroit 
‘and realistic mechanisms must be 
adopted if insuperable barriers to effec- 
tive group planning are to be avoided. 
These barriers are the normal conse- 
quences of individual and group self- 
interest, of apprehensions and tensions 
arising from fear of the unknown or un- 
predictable change, of misunderstand- 
ings arising from difficulties in com- 
munication of ideas, and of other very 
human elements. 

Nevertheless, there remains one essen- 
tial starting point of an idealistic char- 
acter that cannot be dispensed with. 
There must. be at the planning level a 
sufficient nucleus of informed, compe- 
tent, and completely sincere leadership 
to initiate and pursue the strategy as 
well as the mechanics of successful plan- 
_ ning. This. nucleus of principled men 
and women must carry the authority of 
acceptance by the groups they repre- 
sent. In addition, they must possess 
complete integrity, open minds, and a 
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zeal to achieve the desired goal as a 
group undertaking. 


PROBLEMS OF PLANNING 


In order to explore more precisely the 
content of the planning process in rela- 
tion to the health services, it will be 
useful to consider some of the more 
pertinent problems that are being en- 
countered. Obviously, a systematic re- 
view of the existing health facilities and 
services will constitute the first stage of 
the planning process, unless sufficient 
information is already available. 

The factual study should present no 
insurmountable problem. The number 
and qualifications of physicians, den- 
tists, nurses, and other professional 
workers, and the number and types of 
hospital beds, clinics, laboratory facili- 
ties, and other equipment should be ob- 
tainable. ` The first difficulty is likely to 
occur when interpretation of this infor- 


‘mation is attempted in terms of the 


quantitative and qualitative adequacy 
of the facilities and services at hand. 
Nowhere, for example, can one find a 
uniformly applicable standard to deter- 
mine the adequacy of the ratio of ac- 
tive physicians to population, though 
the matter has received considerable at- 
tention. 

A planning group may well have to 
face a question such as whether or not 
a ratio of 1 physician in active practice 
to. 1,000 population is adequate. The 
answer in each instance will depend 
upon a variety of factors such as the 
amount and types of specialization of 
the physicians, the density of the popu- 
lation, its age, economic, and occupa- 
tional characteristics, and the geo- 
graphic location of the community. 
These modifying factors also can be de- 
termined, and, on the basis of sound 
judgment, a given community should be 
able to decide whether it needs more 
doctors in terms of the balance existing 
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at the time between the availability of 
adequate facilities and services and the 
effective demand for them. However, 
such a determination would be based on 
the assumption that the type of facili- 
ties and ‘services needed and supplied 
would remain relatively constant. 
These conditions are quite unlikely to 
remain constant, because of the steady 
growth in our applicable knowledge and 
because of the effects of events in other 
fields that impinge on matters of health. 
Thus, an essentially political decision to 
finance at public expense a case-find- 
ing program for the early detection of 
chronic disease might result in an in- 
crease in the actual demand for private 
as well as public medical services and 
facilities to meet the requirements of 
those whose illnesses had previously es- 
caped recognition. An essentially scien- 
tific decision on the part of a hospital 
staff to ambulate its post partum and 


postoperative patients earlier might re- ` 


sult in changing the experiential base 
upon which the estimate of needed hos- 
pital beds had rested. 
These are but two examples of a long 
list of recent events resulting from the 
discovery and application of new scien- 
` tific advances and administrative tech- 
niques. ‘They demonstrate the com- 

` plexity of the problem that confronts 
anyone undertaking to develop a plan 
or course of action extending more than 
a few months into the future. Cer- 
tainly, these events rob the advocacy of 
planning for the health services of some 
of the comfortable security that might 
be expected in a less fluid field of en- 
deavor. No matter how carefully a plan 
may be drawn, it probably will not an- 
ticipate all contingencies. 

On the other hand, the expectation of 
such fluidity would constitute a much 
less impressive argument for doing no 
planning at all. Well-informed persons 

- in each of the multiple fields should be 
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able to do reasonably effective predict- 
ing concerning the most probable ad- 
vances and areas of change. 


OpPosING VIEWS 


Many critics of the Federal adminis- 
tration’s compulsory health insurance 
program argue that its weakness lies in 
exactly this aspect of planning, namely: 
that it fails to take into account the un- 
precedented increase in the demand. for 
medical services that would result; that 
it does not sufficiently anticipate the 
complexity of the administrative mecha- 
nisms that such a program would en- 
tail; and that properly trained person- 
nel are not available to organize and 
conduct it. 

On the other hand, the proponents of 
national compulsory health insurance 
claim that the counterproposals advo- 
cating an extension of voluntary health 
insurance as the answer to the Nation’s 
needs do not recognize the difference be- 
tween the actual need for health serv- 
ices and the effective demand for them, 
and that uncovering the real need is an 
essential part of an adequate program. 
These people also believe that increased 
efficiency in the provision of health serv- 
ices through the co-ordination of activi- 
ties contemplated in the national pro- 
gram will-offset, in terms of necessary 
manpower and facilities, the net in- 
crease in demand resulting from the 
proposed program. ‘The problem of 
supplying an adequate administrative 
organization appears to have remained 
essentially unanswered. 

Here then, at the national level, are 
two sets of views that are completely 
opposed. Each is supported by distin- 
guished persons and groups that for 
some reason have been unable to recon- _ 
cile the differences in their views as they 
relate to basic considerations of this 
sort. Since the territory of disagree- 
ment is largely speculative, it seems un- 
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likely that it can be dissolved except 
.through carefully controlled experimen- 
tation, although the rapidly expanding 
body of experience with health insur- 
arice plans of various types and group 
practice programs in this country, and, 
to a limited extent, the experiences in 
foreign countries, should be of use. 

Unfortunately the problem of achiev- 
ing a united national viewpoint and plan 
involving the medical and allied profes- 
sions, hospitals, and public health serv- 
ices as providers of service, and the 
various interested labor unions, group 
co-operatives, voluntary organizations, 
and the general public as consumers, 
does not seem to be restricted to ques- 
tions of such a broad and basic nature. 
These questions in themselves would be 
difficult enough to resolve even under 
the ideal circumstances of having a 
single group, united in purpose and 
willing to work until the problem was 
solved. But we are not confronted with 
any such happy situation. The motiva- 
tion of those concerned seems to be very 
complicated indeed, and to run the 
gamut of the forces previously men- 
tioned. There are evidences of a real 
struggle for power and control of the 
situation on both sides of this national 
issue. Which side is the aggressor and 
which the defendant is, perhaps, less 
important than the apparent fact that 
such an environment of mutual distrust 
is unlikely to produce a good final re- 
sult. Common ground for confidence 
and understanding between the pro- 
ponents of such opposing views may be 
hard to develop, but increasing loss of 
public confidence and support may well 
be the price of failure to achieve it. 


INITIATION OF PLANNING 


Probably what is most needed is clari- 
fication of who is responsible for the in- 
itiation and conduct of planning of such 
an involved nature. It is, of course, 
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within the full rights of any citizen or 
group to develop a plan and to present 
and discuss it as widely as he may wish. 
This might apply to an issue involving 
purely local and individual considera- 
tions, or it might extend, for example, 
to gratuitous advice to the Department 
of State on international policy. In the 
first instance, since the individual would 
be dealing with matters restricted to his 
own interests, the propriety of his deter- 
mining his own course of action cannot 
be questioned. In the other case, how- 
ever, the Department of State would 
not be under any obligation to act. In- 
deed, it would not be justified in accept- 
ing, without formulating its own judg- 
ment independently, the platform of any 
individual or group, no matter how tech- 
nically experienced, because the Depart- 
ment of State bears a public responsi- 
bility to promote and safeguard the in- 
terests of the Nation at all times. It 
cannot relieve itself of this duty. 
Responsibility for leadership in the 
development and promotion of new con- 
cepts in the public interest is less clearly 
placed, and may well be a challenge to 
any public-spirited citizen or organiza- 
tion. In the past half-century in this 
country the leadership of citizen groups, 
organized in voluntary associations such 
as the National Tuberculosis Associa- 
tion, has been remarkably effective in 
the development of new concepts in the 
health field. Most desirably, however, 
these agencies have sought to stimulate 


_ the recognition and discharge of public 


responsibility through ‘organized agen- 
cies of government. Once this has been 
achieved in a given area, they usually 
have turned their efforts in new direc- 
tions. They have learned to understand 
some of the slowness and defections of 
government, but they seem in general to 
wish to continue to build and support it 
rather than to take upon themselves 
functions that more properly should be 
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assumed by government. Clearly this 
is sound philosophy, since strong gov- 
ernment can hardly result from a pub- 
lic attitude that denies it the’ oppor- 
tunity to learn to do what is required 
of it. 

In general, a demand for planning 
and positive steps for providing it might 
arise from any one of four sources: non- 
profit voluntary organizations having no 
vested interest in the problem, such as 
local health councils or national health 
associations; consumer groups, such as 
organized labor and group co-opera- 
tives; professional organizations of those 
providing various of the service func- 
tions involved; or government either 
through its elected or appointed officers 
or through responsible and informed 
governmental agencies, such as the 
United States Public Health Service or 
the Children’s Bureau. ° 

Although any one of these might first 
call attention to critical areas of need 
and initiate planning, there appear to 
be certain characteristics that delimit 
the lengths to which they can properly 
go, and beyond which they are no longer 
competent. These characteristics are of 
two types—those imposed by the ac- 
knowledged limits of their feld of re- 
sponsibility and competence, and those 
imposed: by the character of their moti- 
vation. 


DELIMITATIONS 


The limits of responsibility and com- 
petence of a voluntary health agency 
generally would be defined by its pur- 
pose and by the skills and’ experience 
of its participating members. A local 
agency should not presume to plan na- 
tionally, nor should a heart association 
undertake to plan a tuberculosis con- 
trol program. But a national health 
agency with comprehensive purpose 
might well be so composed that it 
could plan very broadly indeed. 
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Labor unions or other consumer 
groups are able to plan in terms of their 
immediate needs for economic and other 
aids such as local health insurance 
plans. But their competence to plan 
more broadly is doubtful when such a 
plan would be likely to become a force . 
affecting the general population. 

Similarly, the organized bodies of the 
providers of service should find their 
greatest contribution to planning in re- 
lation to technical problems and needs 
in their field of service and the occupa- 
tional and economic interests of the 
skills or professions they represent. 
Their competence to plan beyond this. is 
subject to the same danger as occurs 
with consumer groups. ` 

Government per se has very little 
competence to do planning in a tech- 
nical-social field of this sort, but at the 
same time it has complete and con- 
tinuing responsibility to get it done. 
Through the proper function of its 
agency heads it should be in a position 
to invite and obtain all the expert tech- 
nical advice and opinions from inter- 
ested groups that are required for good 
planning. However, there is danger of 
bias whenever the plan substantially in- 
volves the operations of the agency pre- 
siding over the planning process. The 
only effective safeguard against this ap- 
pears to lie in the existence of account- 
ability to the public for the proper dis- 
charge of such an important function— 
just as with other important functions. 

The other delimiting characteristic, 
motivation, can override a situation 
where otherwise there would be poten- 
tial competence. For example, exces- 
sive personal ambition or self-interest 
on the part of those concerned would 
obviously serve to disqualify the group 
represented by such persons, whether it 
be a voluntary or an official agency. 
Similarly, policy determinations focused 
on political expediency for the sake of 
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political advantage rather than the pub- 
lic good must be recognized as a po- 
tential danger, especially, but not ex- 
clusively, when government agencies are 
involved. In short, whenever motiva- 
tion is not sincere, whatever its form or 
source, it will inevitably undermine the 
planning process. Disposal of this prob- 
lem is fundamentally a moral issue. 

In relation to the health services, 
the best opportunity for comprehensive 
planning appears to reside within the 
structure of some broadly constituted 
and impartial voluntary health agency, 
in government, or in both. Consumers 
and providers of service likewise have 
opportunities for constructive planning, 
but they tend to reach limits beyond 
which their competence can be ques- 
tioned. The Commission on Hospital 
Care, for example, advanced planning 
to a splendid level, and stopped within 
its competence, in the conduct of its 
studies and resulting recommendations. 
The American Medical Association per- 
formed equally valuable service in its 
studies of medical education. The la- 
bor unions and consumer co-operatives 
have done vigorous and progressive 
thinking in the development of a va- 
riety of health plans and programs for 
their own groups. 


FAILURE ON Bora SIDES 


Normally, no one would think it im- 
proper for responsible officers of Gov- 
ernment to initiate the planning and 
development of necessary programs or 
legislation to promote the public inter- 
est. On the other hand, no interested 
group or individual is obliged to like 
what the Government plans, nor should 
he be deprived of opportunity to ex- 
press his views. Most desirably, appro- 
priate groups should so participate in 
the planning process that their tech- 


nical contributions and other interest’ 


would be reflected in the plan. 
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Perhaps at least part of the current 
impasse between the Government’s na- 
tional health insurance program and the 
views of the medical profession and sev- 
eral allied groups that are opposed to 
the Government’s plan, lies in the early 
failure of the Government to follow this 
procedure. There are many probable 
explanations as to why it did not do so, 
and why it might have been exceedingly 
difficult or even impossible ‘to do so at 
the inception of its plans in the mid 
and late thirties. In any event it did 
not do so effectively, and therein lies a. 
long story of failure in effective leader- 


ship—a situation where true statesman- 


ship rather than political shrewdness 


` might have succeeded. Statesmanship 


in these circumstances might have made 
possible a reconciliation of forces that 
needed to work together for the most 


. effective program planning, and, of 


course, for the successful conduct of 
any program once planned and launched. 

But this story teaches other lessons 
as well. It shows a stubborn opposition 
on the part of organized medicine that 
has seemed to resist change at each 
step; for example, in the early develop- 
ment of voluntary hospital insurance, 
voluntary health insurance, and group 
practice plans affiliated with voluntary 
prepayment plans. All of these were 
sound and socially oriented steps that 
had obvious merit and have grown to 
prove it. Only comparatively recently 
has the position of organized medicine 
shifted to take some initiative in the 
promotion of voluntary health insurance 


‘progtams and to present its own plat- 


form for the Nation’s health. 

It now seems evident that grave mis- 
takes have been made in the complex 
territory of national planning by both 
sides in this significant controversy. 
Perhaps the time has come when we 
need to recognize that the increasing 
complexity of our social structure has 
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created new ‘problems in the effective 
conduct of our democratic process and 
in the rational preservation of the es- 
sence of freedom in our daily living. 
Perhaps the solution of these- problems 
and avoidance of past mistakes will re- 
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quire more thoughtful attention to our ` 
methods of social action. Certainly, 
the appreciation and use of the sound- 
est possible planning procedures with re- 
spect to activities of major importance 
would be a wise step. i 
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The Quality of Medical Care 


By E. RICHARD WEINERMAN 


HE effectiveness of a medical serv- 
ice—no matter how well financed or 


how broad in scope—is determined by 


the standards of care that are achieved. 
The ultimate caliber of the service de- 
pends upon the qualifications of the 
staff, the standard of hospitals, the com- 
prehensiveness of benefits. It is deter- 
mined by the way in which resources are 
organized and co-ordinated. The atti- 
tudes and motivations of those involved 
in providing or receiving the service 
_ markedly influence its adequacy. A high 
quality of care inevitably involves a 
proper fit, as it were, of the medical pro- 
gram into the cultural and economic pat- 
terns of the area. 

“Good” medical care, therefore, is not 
simply a matter of physician ratios or 
aggregates of hospital beds. Neither is 
it a semimystical attribute of the in- 

, dividual physician’s bedside manner. 
High standards are achieved only when 
the health needs of an area are carefully 
analyzed and the medical resources and 
administrative machinery are designed 
toward the single goal of protecting the 
health of the people. 

Other articles in this series deal with 
the individual building blocks essential 
to the structure of high quality, and the 
administrative principles and practices 
that constitute the mortar holding the 
service structure together. The quality 
of medical care reflects how effectively 
these basic elements of health service 
are produced and assembled. It re- 

_ mains for this paper to discuss some of 

the approaches to this goal. 


1For a more comprehensive discussion, see: 
American Public Health Association Subcom- 
mittee on Medical Care, “The Quality of 
Medical Care in a National Health Program,” 
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The essentials for a high quality of 
service in any organized medical care 
plan seem to resolve into five: (1) an 
adequate supply of personnel and facili- 
ties, (2) an effective co-ordination of 
these resources, (3) a comprehensive 
and balanced scope of service, (4) an 
efficient administrative and financial or- 
ganization, and (5) a positive motiva- 
tion on the part of the personnel in- 
volved. 

None of these factors is simple or 
completely understood. Each is inti- 
mately related to the others. All of 
them are essential in a service of good 
quality, 


PERSONNEL AND FACILITIES 


Before any program succeeds in fur- 
nishing good care; it must enlist the 
services of “enough” of each type of 
health personnel and provide them with 
“adequate” facilities and equipment. 
This seemingly simple requirement is 
fraught with difficulties. Requirements 
for physicians or dentists or any type 
of related worker are completely mean- 
ingless without reference to existing 
methods of practice and of payment. 
Desirable ratios of physicians to popu- 
lation are now related to the individual 
practice of medicine under fee-for-serv- 
ice arrangements. Yet experience with 
newer patterns of medical organization 
has materially altered our concepts of 
sufficiency of supply. 

There is increasing evidence, for ex- 
ample, that physician requirements are 
lower when medical care is handled 
through group practice in health centers 


American Journal of Public Health, Vol. 39 
(July 1949), pp. 898-924, 
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than when it is provided by solo practi- 
tioners. The staffing of hospitals with 
full-time medical personnel in Scandi- 
navian countries has resulted in a lower 
ratio of specialists to population than 
in the United States. 

Over-all personnel needs are also 
modified when technical assistants are 
made available to the physician. Time- 
motion studies in Great Britain, for ex- 
ample, have indicated how considerable 
a part of the daily work load of general 
practitioners could be handled: by quali- 
fied public health nurses working under 
the doctors’ direction. 

Again, the rational affiliation of hos- 
pitals within a region can obviate the 
necessity of: duplicating specialists in 
peripheral echelons. A final example is 
that of the multiphasic mass screening 
technique based on a battery of selected 
laboratory tests, which can save consid- 
erable physician-time from the perform- 
ance of routine physical examinations in 
certain age groups. 

In the United States, the much-dis- 
cussed shortage of physicians is as much 
a result of inefficient utilization of exist- 
ing supplies as of inadequate training 
facilities. The program that co-ordi- 
nates its personnel into rational teams, 
supports its physicians with auxiliary 
workers, organizes health centers and 
hospitals into functionally related eche- 
lons, and removes financial barriers to 
the redistribution of personnel into in- 
dustrial suburbs and rural areas, will 
find its supply requirements far’ easier 
to satisfy. It need hardly be pointed 
out that these are the very factors es- 
sential to the high quality of care. 


Education and training 


The companion factor to the one of 
supply of personnel is that of education 
and training. Modern medical educa- 

- tion has reached unprecedented techni- 
cal heights, but many problems retard 
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the development of the highest possible 
standards of medical care. “One is the 
overproduction of specialists. The 
teamwork medicine of the future will be 
based’on a corps of broadly oriented 
general physicians who serve as the nu- 
cleus of the medical group, maintaining 
the total medical relationship with the 
patient and his social environment. 

Closely related is the problem of the 
marked orientation of the modern medi- 
cal student toward pathology. and diag- 
nosis, to the neglect of the total ecology 
of health, and of the concepts of preven- 
tion of disease and social restoration of 
the disabled. The intense compartmen- 
talization of medical subject matter and 
the concentration on therapeutic special- 
ties foster a certain narrowness of medi- 
cal outlook that makes more difficult 
the achievement of the best standards 
of total health care. If service programs 
are to embrace the concepts of health 
conservation and co-operative medical 
teamwork, the schools must produce 
health workers who understand the so- 
cial and preventive aspects of medicine. - 

Undeniably, the requirements of high 
quality of care call for significant in- 
creases in the supply of physicians, den- 
tists, nurses, technicians, and related 
personnel. To this need, there would 
seem only one answer: development of 
more centers of. training and expansion 
of existing ones, with the financial as- 
sistance of government. 


Clinical facilities 


Similar considerations, affect the 
standards for clinical facilities. Hospi- 
tal design and construction are not im- 
mune to the march of.science, nor have 
medical staff practices acquired a state 
of perfection. For example, Swedish ex- 


2E. R. Weinerman, “Medical Schools and 
the Quality of Medical Care,” New England 
Journal of Medicine, Vol. 239 (Nov. 25, 1948), 
pp. 810-17. ` 
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periments with kitchen construction and 
redesign of ward facilities are making 
real contributions to the quality of pa- 
tient care.” Carefully supervised “open” 
hospital staffs, sometimes with a teach- 
ing .and research nucleus of full-time 
physicians, can significantly influence 
the caliber of medical practice through- 
out the community. The increasing use 
of medical audits, whereby the responsi- 
ble hospital staff periodically reviews 
the statistical evidence of its work, 
points the way to more realistic quality 
control and self-improvement.* 

The quantitative requirements for the 
various types of hospital units are as re- 
sponsive to methods of medical care or- 
ganization as are the personnel néeds 
discussed above. Where community fa- 
cilities are developed according to an 
over-all plan and where the functions of 
each part of a regional system are logi- 
cally defined, wasteful duplications are 
avoided. The small town whose health 

‘center is associated with the nearby 
community hospital and, through this, 
with the university medical center, has 
no need to shoulder the difficult burden 
‘of a complete hospital of its own. The 
institution for long-term care that is de- 
veloped in relation to a general hospital 
avoids the necessity of including sepa- 
rate elaborate laboratory, surgical, and 
maintenance facilities. The health de- 
partment which consolidates clinics, la- 
boratories, X-ray facilities, and other 
functions with the local hospital is ef- 
fecting economy as well as efficiency. 

The problems of supply are inextrica- 
bly influenced by those of organization. 
And when quality of care is the goal, the 


8 The new and imposing South Hospital 
(Södersjukhuset) in Stockholm demonstrates 
radical innovations in design and function. 
` See the descriptive brochure available from the 
Hospital Board of Stockholm City (Mr. G. 
Witring, secretary). 

4K. S. Klicka, “Use and Mechanics of the 
Medical Audit,” Hospitals, Vol. 22 (Jan. 1948), 
pp. 43-45." 
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details of organization. and co-ordination 
are all-important. 


CO-ORDINATION OF MEDICAL RESOURCES 


The methods by which medical care 
is rendered determine the effectiveness 
of that care. Other papers in this series 
discuss the role of group practice and 
regional hospital co-ordination in achiev- 
ing the maximum efficiency and econ- 
omy in modern medical care. Many re- 
lated factors also influence the quality 
of service rendered. 

No consideration is more basic than 
that of the relationship of the general 
practitioner to the family and to the 
specialist. The remarkable studies by 
Collings ® of general practice in New 
Zealand ʻand England, as well as the 
extensive American discussions, stress 
the current problems and indicate some 
of the answers. The current hopeless- 
ness with respect to reconciling the need 
for total family health care with the 
ever increasing fragmentation of medi- 
cal specialties is unwarranted. How- 
ever, the resolution of this difficulty does 
call for serious re-evaluation of the pat- 
terns now developing in medical train- 
ing, group practice, hospital staff ap- 
pointments, specialty: board ratings, and 
the like. 

The profound advantages of the old 
family doctor relationship and the 
necessary contributions of complicated 
technical specialties can be reconciled 
in a system that trains an adequate pro- 
portion of general physicians, oriented 
toward the social and preventive factors 
in medicine. These general physicians 
then practice in formal group co-oopera- 
tion with the various specialists and are 
relieved of detail by nurses, social work- 
ers, and technical and clerical assistants. 
They remain in primary relation to the 
family, calling on specialty help as indi- 

5J. S. Collings, “General Practice in Eng- 


land Today: A Reconnaissance,” Lancet, 
March, 25, 1950, pp. 555-85. 
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cated and maintaining continuity of care 
throughout the course of service to their 
patients. 

The general physician in the health 
center of a small, isolated community 
actually functions in teamwork relation- 
ship with the specialists of larger hos- 
pitals through the operation of regional- 
ized medical service affiliations. Thus 
the rural general physician can enjoy a 
kind of “non-geographical group prac- 
tice.” 

This concept has many far-reaching 
implications. In the first place, the 
prevalent American pattern of group 
practice must be revised. Too many 
groups are designed as inverted pyra- 
mids, with one or two “general physi- 
cians” acting merely as admission offi- 
cers for a large roster- of specialists. 
Other gfoups make no gesture toward 
total evaluation of the patient, having a 
reception clerk send the patient directly 
to the specialist selected on the basis of 
the patient’s chief complaint. This 
fragmentation of the total person can-. 
not make for a high quality of medical 
care. A recent survey of group practice 
units in California reveals how wide- 
spread is this practice.® 

The well-designed medical group 
would, then, be composed of a substan- 
tial number of “personal physicians” 
(including internists and pediatricians), 
who would form the “line” of the team. 
The “backfield” of specialists would be 
called in on the decision of the personal 
physician, The number in each special 
field would be relatively small, and each 
of the “supraspecialists” (neurosurgeon, 
allergist, proctologist, and so forth) 
could serve several groups. 

Experience in Europe, New Zealand, 
and South Africa indicates that normal 
maternity care can frequently be re- 
turned to the team of family doctor and 


6. R. Weinerman, R. Heilman, A. Hol- 
stein, and S. Gill, Medical Group Practice in 
California, in press. 
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trained midwife, working in selected 
homes and health centers, to the en- 
hancement of total family health care. 
Exclusions of nonspecialists from hos- 
pitals—so common in Britain and Scan- 
dinavia, for example, and: increasingly 
practiced in American cities—must be 
re-evaluated in light of group practice, 
and in view of the potentialities of less 
formal hospital staff organization of 
physicians restricted to areas of indi- 
vidual competence. 

The medical care program that pro- 
vides well-trained family doctors, sup- 
ported by technical and professional 
specialists in group practice, all working 
together in modern medical centers, is 
able to achieve the highest standards of 
patient care. 


Regionalization of services 


The regionalization of medical serv- 
ices is a major factor in assuring to out- 
lying communities that standard of serv- 
ice which is achieved in the teaching 
centers. But, again, much careful ap- 
praisal of the experience to date is called 
for. Most of the American experiments 
have realized the potentialities of the 
regional concept only in part. The lack 
of a regional administrative authority 
has made local jealousies and rivalries 
difficult to reconcile. The lack of any 
region-wide financial system has left 
barriers to the proper flow of patients 
and consultants within the network. 
There has seldom been achieved a ra- 
tional distribution of functions among 
the members of the regional group, nor 
has the fullest possible co-ordination of 
services from one echelon to the next 
been achieved. This last is noticeable 
in the British and French regional hos-. 
pital systems, where financial problems 
are theoretically removed. The full 
contribution to quality of care which re- 
gionalization of medical services can 
make still awaits the actual integration 
of function among the individual hos- 
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pitals. This has been fairly well de- 
veloped by the Army hospital system 
and is reported in descriptions of re- 
gional planning in Yugoslavia, Sweden, 
and the Soviet Union. 


COMPREHENSIVE SCOPE OF SERVICE 


It would seem obvious that the best- 
trained and best-co-ordinated of medical 
personnel working in the finest of facili- 
ties cannot provide a high standard of 
care if the program in which they func- 
tion is limited to a narrow scope of serv- 
ice. The conservation of health involves 
a continuum of care, from promotion of 
positive health and detection of incipient 
disease to convalescent and rehabilita- 
tive service. Programs restricted to 
preventive and diagnostic service, to 
emergency care, to specified illnesses, or 
to “catastrophic care,” as described in 
other articles, may provide fine technical 
benefits for the specific situation, but 
cannot achieve the desired continuity of 
patient care. 

The “good” program of adult health 
service involves periodic screening pro- 
cedures for chronic disease such as can- 
cer and diabetes, just as the “good” 
medical service for children, includes 
well-child conferences and long-term so- 
cial therapy for rheumatic fever. High 
quality of care is not achieved when 
diagnostic investigations are excluded, 
when office visits in early stages of dis- 
ease are discouraged, or when hospitali- 
zation occurs solely in order to render 
` the patient eligible for insurance bene- 
fits. 

Good medical care must be based on 
a comprehensive scope of service—bal- 
anced, rendered when and where needed, 
and capable of affording the patient full 
continuity of care. The economies in 
prevention, early detection, accurate di- 
agnosis, prompt treatment, and social re- 
habilitation more than pay for the cost 
of the full range of services. 
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One word must be said here concern- 
ing the provision of drugs and appli- 
ances. More improper medical care and 
economic waste occur with respect to 
drug therapy than in almost any other 
segment of health service. The program 
striving for high standards must in- 
evitably require elimination of useless 
proprietary remedies, avoidance of “shot- 
gun” prescriptions, and use of only pre- 
scribed medications included in a recog- 
nized formulary. The habit of prescrip- 
tion-writing for individual symptoms in 
place of scientific diagnosis and therapy 
is obviously incompatible with high 
medical standards. 

Finally, the services must be available 
to the eligible public—economically, so- 
cially, and geographically. . Optimum 
health protection is approached only as 
financial barriers to early and thorough 
care are removed, and as all resources 
necessary in modern medical science are 
developed in this area. This, of course, 
depends on the economic status of the 
community. Thus the quality of medi- 
cal care ultimately reflects the general 
levels of social progress. When medical 
services are unavailable because of racial 
or religious discrimination, medical eth- 
ics as well as medical standards are de- 
stroyed. 


FINANCIAL AND ADMINISTRATIVE SAFE- 
GUARDS 


Basically, the financial and adminis- 
trative structure of a medical care plan 
has only one function—to make possible 
the provision of full and adequate health 
service. This factor has both positive 
and negative aspects: high quality of 
care can be directly enhanced by proper 
administrative arrangements, and it can - 
be as directly destroyed by poor eco- 
nomic and managerial policies. A full 
discussion of this relationship is to be 
found in the statement of the American 
Public Health Association Subcommit- 
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tee on Medical Care.” A few illustrative 
examples may be discussed here. 

The way in which people pay for 
medical care and the way in which phy- 
sicians are paid-for their services have 
considerable to do with the kind of care 
rendered. When charges to patients for 
unanticipated illness are postpaid, when 
such charges are imperfectly related to 
family ability to pay, and when the total 
charge reflects the amount of care ren- 
dered, then serious financial barriers in- 
terfere with the achievement of high 
standards. The physician who must 
substitute a palliative: prescription for 


the more costly X-ray investigation in° 


the case of a gastrointestinal syndrome 
is obviously prevented from rendering 
. “good” care. The patient who must 
handle his own “bronchitis” until in- 
capacitated with bronchial carcinoma 
has irrevocably missed out on “ade- 
quate” service. These relationships lie 
behind the claim that the various meth- 
ods of prepayment or tax financing are 
essential to high medical standards. 
The method of paying physicians 
(and other persons providing service) 


is equally pertinent to the matter of- 


standards. Under the existing fee-for- 
service method, the physician has an 
economic stake in disease rather than 
in health, his income depends on the 
volume of specific services rendered, and 
—in an organized medical care plan— 
his itemized bills are cumbersome and 
expensive to administer. On the other 
- hand, methods of capitation or salary 
payment applicable to group practice 
permit the physician to consider only 
the medical indications for service, put 
a premium on prevention, and enhance 
the professional doctor-patient relation- 
` ship. 


program Based on group: practice in 


medical.centers under some form of pre-_ 


payment creates a vested interest in pre- 
T Cited in note 1 supra. 


It can be argued that a medical care 
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ventive medicine and early restoration 
of the patient to social usefulness. Such 
a program has a financial incentive to 
promote health, and no one benefits 
from unnecessary .or prolonged treat- 
ment. 


Administration 


The administration of the plan can 
impair or enhance the standards of serv- 
ice. Unnecessary red tape in many 
public programs in the United States 
prevents. the timely application of 
needed care. The difference in policy 
between Scotland and England in ad- 
ministering the National Health Service 
results in increasing co-ordination among 
the hospital, general practitioner, and 
public health services in the former 
country, and in further isolation of these 
three mutually dependent branches in 
the latter. When the administrative 
machinery of a program aims at econ- 
omy and efficiency, when it guarantees 
democratic control of policy, when it in- 
cludes statistical and professional checks 
on services rendered, when it promul- 
gates objective standards for the partici- 
pation of professional personnel and 
facilities—then the program is taking 
advantage of the possibilities for admin- 
istrative safeguarding of quality. 


Tue ATTITUDES OF PEOPLE 


It was claimed at the outset that the 
quality of medical care is not solely a 
question of the state of mind of the doc- 
tor. Yet this matter of attitude and - 
motivation is an essential factor in any 
analysis of medical standards. If “total 
health” care is to be rendered, if pre- 
vention and. rehabilitation are to be 
stressed, if medical teamwork is to be 
developed, if progress in “public” health 
is the basic objective of the medical care 
plan—then physicians and related work-. 
ers must be positively oriented toward 
such goals, must see people and not 
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specimens of pathology, must have a 
broad sense of social responsibility. 
This has been stimulated through 
careful selection of professional stu- 
dents. More can be accomplished by 
reorganized programs of medical educa- 
tion. A great deal is now effected 
- through the influence of public opinion, 
professional prestige, and the dictates 
of individual self-respect. But perhaps 
the most profound influence for the re- 
direction of professional motivation will 
be the impact on physicians and others 
of the different conditions of medical 
. practice under the newer patterns of 
medical care organization. Í 
Today the solo system of fee-for- 
service medical care does often imply 
competition among practitioners, an eco- 
nomic interest on the doctor’s part in 
the illness of his patients, and a com- 
mercial physician-patient relationship. 
But as a group team-member in a mod- 
ern medical center, working under a fi- 
nancial plan that removes the cash reg- 
ister from the consultation room, the 
physician develops new attitudes and 
motivations that stem from the different 
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conditions of his work. He is in co- 
operation with his colleagues, has a 
stake in the positive health of his pa- 
tients, and can maintain purely profes- 
sional relationships with them. This, in 
turn, creates the general conditions 
necessary for high quality of service. 


CoNCLUSION 


The quality of medical care is a com- 
posite of all the technical, organiza- 
tional, and financial aspects of any pro- 
gram for personal health service. Good 
quality can be defined, consciously 
planned, and evaluated. It need not 
rest on chance. High standards of 


medical care require able, well-co-ordi- 


nated personnel, working in an inte- 
grated pattern of modern health facili- 
ties under financial and administrative 
arrangements that permit a comprehen- 
sive range of services without economic 
deterrents to patient or practitioner. 
Under such conditions of health work, 
the attitudes of both providers and re- 
cipients of service would be positively 
oriented toward the conservation of 
health. à 
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International Co-operation in the Service of Health 


By C.-E. A. WinsLow 


T has long been recognized that epi- 
demic maladies, such as plague and 
cholera, spread from one country to an- 
other, and that the menace from such 
diseases calls for measures of interna- 
tional control. In the fourteenth cen- 
tury, during the pandemic of the Black 
Death, Venice and other Italian cities 
took the lead in establishing quarantine 
stations with permanent officers, whose 
duty it was to detain ships coming from 
infected ports for the forty-day period 
-from which our word “quarantine” is 
derived. 


Pan AMERICAN SANITARY BUREAU 


Early attempts to check the spread of | 


epidemics involved chiefly precautions 
intended to guard individual port cities 
against invasion of plague or cholera. 
The first real multilateral international 
health agency was the Pan American 
Sanitary Bureau, established under the 
name of the International Sanitary Bu- 
reau by the First International Sanitary 
Conference of American Republics held 
in Washington in 1902. The Bureau 
has acted as the executive organ of the 
Pan American Sanitary Conferences, 
. held on the average once in every three 
or four years. . 

Some of its major duties have been: 
(1) to prevent introduction of infectious 
diseases into the American republics, 
and from one republic to another; (2) 
to restrict quarantine measures to the 
minimum compatible with prevention of 
disease; (3) to collect and distribute 
epidemiological intelligence; (4) to act 
as a consulting bureau for the Ameri- 
can health authorities; (5) to improve 
national health administration; and (6) 
to promote liaison between the national 
health services. 


The Bureau has devoted itself pri- 
marily to the problems of the more seri- 
ous epidemic diseases. In this area. 
it has proved a most useful agency, 
to which American governments have 
turned for advice or assistance. 


INTERNATIONAL OFFICE or PUBLIC 
HEALTH 


- Meanwhile, in Europe epidemics and | 
threatened epidemics of plague, yellow 
fever, and cholera gave rise to a series 
of international sanitary conferences, 
beginning in 1851 and meeting at in- 
tervals of about four years. As the 
agreements reached required constant 
revision and enforcement, a new agency 
with permanent staff was created in 
Paris in 1909-—the International Office 
of Public Health (L’O fice International 
d'Hygiène. Publique). 

The Office was an international offi- 
cial body, supported by the forty-six 
governments which adhered to it. Its 
yearly budget of approximately $50,000 
supported only a small French secre- 
tariat in Paris. Much more limited in 
scope than the Pan American Sanitary 
Bureau, its main concern was the en- 
forcement and periodic revision of the 
International Sanitary Convention, de- 
fining quarantine measures regarding 
ships, trains, passengers, and goods 
crossing national frontiers. Its ma- 
chinery was cumbersome, and by the 
time a given convention had been rati- 
fied by the necessary number of nations, 
the progress of science had often made 
its provisions out of date. . 


ROCKEFELLER FOUNDATION 


In 1909 the Rockefeller Foundation 
began to show interest in health prob- 
lems through support of a program for 
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the control of hookworm disease in our 
southern states, under the inspired lead- 
ership of Wickliffe Rose. In 1913 this 
program was broadened to envisage a 
world-wide application of similar prin- 
ciples by the creation of an Interna- 


tional Health Commission, now the In-. 


_ ternational Health Division of the Foun- 
dation. In the thirty-seven years that 
have passed, this organization has ac- 
complished extraordinary results for the 
promotion of public health on a global 
scale. ~ 

From the very first,.the foundation 


adopted basic policies which have con- . 


sistently guided its activities. Its first 
principle was that public health is a 
function of government and that long- 
range results can be accomplished only 
by building up national and local health 
administrations to carry on in the fu- 
ture. This end has been approached 
principally along three lines: (1) par- 
ticipation in joint “demonstrations of 
suitable practical programs, and provi- 
sion on a temporary basis of personnel 
and funds to establish sound public 
health services; (2) development of 
training centers for public health per- 
sonnel in various countries, and pro- 
vision of scholarship aid;. and (3) 
support of basic research in both gov- 
ernmental and nongovernmental labora- 


tories (as well as in its own laboratories - 


established for special temporary pur- 
poses) to extend the boundaries of 
knowledge and develop more effective 
practical methods of control. 

These techniques have been applied 
in many specific fields. The hookworm 
control program was early extended to 
the West Indies, South America, and 
the Far East. A campaign against tu- 
berculosis was initiated in France after 
the First World War. By the early 
twenties an active campaign for the 
eradication of yellow fever was under 
way, and in the thirties this program in- 
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cluded support of laboratory studies in 
New York, at the Pasteur Institute 
in Paris, and in Nigeria and Uganda, 
with demonstrations of practical control 
measures in Brazil. The developments 
which led to eradication of yellow fe- 
ver from large centers of population 
throughout the world—particularly the 
preparation of effective vaccines ‘against 
this disease and the understanding of 
the complex problems of jungle fever in 
the backlands—have been largely the 
result of activities of the International 
Health Division. 

In malaria, the accomplishments of 
the foundation have been equally out- 
standing. Since the first mission was 
sent to Italy in 1922, our knowledge of 
the various types of mosquitoes in- 
volved, of their breeding habits, and of 
practical methods of control has ad- 
vanced by leaps and bounds. Some of 
the most malarious regions of the world, 
such as Sardinia, have been completely 
freed from the disease; and in the whole 
United States, there were only some 
4,000 cases of malaria reported in 1949, 
as compared with 40,000 cases as a 
mean for the previous five years. 

Underlying these attacks on such spe- 
cific enemies of the human race, the 
need for establishment of administrative 
health authorities on a permanent basis 
and equipped with well-organized labo- 
ratory services has not been forgotten. 
Schools of public health have been es- 
tablished in many countries, particu- 
larly in central Europe and South Amer- 
ica. Major emphasis has been laid on 
schools of nursing and on elevation of 
the standards of the nursing profession. 

Finally, the foundation has realized 
that health is a positive, not a negative, 
thing—that it involves hygiene as well 
as sanitation. Work on mental hygiene 
was begun by the International Health 
Division in 1937 and on nutrition in 
1943. 
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HEALTH ORGANIZATION OF THE LEAGUE 
or NATIONS . : 


The next important step in the devel- 
opment of a program of world health— 
and one of primary importance—was 
taken in 1923 by the establishment of 
the Health Organization of the League 
of Nations. This was the first attempt 
_ to create really strong and effective offi- 
cial machinery for a continuing attack 
on the problems of disease on a world- 
wide scale. The central body responsible 
for the health program was the Health 
Committee, composed of twelve mem- 
bers, plus certain “expert assessors” ap- 
pointed as individuals by the League it- 
self. From 1923 on, the United States, 
though not a member of the League, was 
always represented on the Health Com- 
mittee. Numerous technical subcom- 
mittees on such subjects as malaria, can- 
cer, and housing were appointed. Under 
the Health Committee (but administra- 
tively subject to the Secretary General 
of the League) was the secretariat, in- 
cluding the Director of the Health Sec- 
tion, a small staff of experts, and the 
necessary clerical staff. The budget of 
the Health Section (about $250,000 a 
year) was modest, but much greater 
than that of the Paris Office; and the 
accomplishments of the Health Organ- 
ization were of major importance until 
the Second World War ended its ac- 
tivities. 

Various services 


In the basic field of vital statistics the 
League organized at Geneva a Service 
of Epidemiological Intelligence which 
collected data on the prevalence and 
movement of communicable diseases and 
distributed the information widely. At 
Singapore, in the heart of one of the 
most acute epidemic zones, it estab- 
lished a Far Eastern Bureau from which 
the most recent data on such diseases as 
cholera and plague were broadcast (to 
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the scandal of conservative health au- 
thorities) weekly or daily, so that the 
news of infection at a given port could 
be picked up by ships at sea and by 
planes in flight. The epidemiological 
intelligence service of the League cov- 


ered 80 per cent of the world’s popula- 


tion; and the Singapore Bureau alone 
received regular reports from 180 sea- ` 
ports, l 

In more technical fields of co-ordina- 
tion of health knowledge, the work of 
the Commission on Biological Stand- 
ardization was of particular importance. 
A sound policy was developed which in- 
volved formulation of the basic terms 
of a given problem by the world’s best- 
qualified authorities, calling together of 
an international group of experts for 
preliminary discussion, conduct in vari- 
ous countries of necessary experiments 
and comparative tests, and preparation 
of a multinational report on standard 
terms and procedtires. In this way, 
twenty-seven different standards for 
antitoxic serums, organic extracts (thy- 
roid, sex hormones, and so forth), vita- 
mins, and various preparations used in 
medicine were adopted; and interna- 
tional standard preparations for com- 
parison were made available at national 
laboratories in England and Denmark, 
acting for the League of Nations. 

‘Of equal significance was the contri- 
bution of the League in the field of nu- 
trition. Beginning with a report on 
“The Food of Japan” and a survey of 
nutrition in Chile requested by the Gov- 
ernment of that country, the Health 
Section made a report in 1935 on the 
nutritional requirements of the human 


‘organism, which has been the basis of 


our nutritional program throughout the 
world. 

The Malaria Commission of the 
League succeeded in harmonizing widely 
divergent schools of thought into a . 
sound and accepted program. for the 
prevention and treatment of malaria, 
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the greatest of all microbic enemies of 
the human race. Similar constructive 
approaches yielded important results 
in the fields of tuberculosis, syphilis, 
rabies, leprosy, infant mortality, cancer, 
and sleeping sickness in equatorial 
Africa, 

The League studies on rural hygiene, 
on housing, on the health of the school 
child, and on physical education ex- 
tended its influence into the fields of 
health promotion. In particular, the 
Commission on Housing has had a far- 
reaching influence in developing stand- 
ards of home design and construction 
compatible with the maximum of physio- 
logical, psychological, and social health. 

In the field of direct service to indi- 
vidual nations, the Health Organization 
rendered invaluable aid in the control 
of postwar typhus in'Poland and ma- 
laria in Greece; in the development of a 
-health program for China; in reform 
of health administration in Czechoslo- 
vakia; in improvement of sanitary con- 
ditions in Bolivia; in syphilis control in 
Bulgaria; in anti-cholera measures in 
Shanghai; in malaria control in Albania, 
Yugoslavia, and Siam; in typhus con- 
trol in Rumania; and in reduction of in- 
fant mortality in Belgium, France, and 
the Netherlands. 


INSTITUTE oF INTER-AMERICAN AFFAIRS 


While the United States had been a 
member of the comparatively innocuous 
Paris Office, it never officially recognized 
the Health Organization of the League. 


Until the completion of the Second ' 


World War, our vision of the world was 
still hemispherically limited. We did, 
however, begin to recognize real respon- 
sibility for the welfare of the Americas; 
and in 1942 a new governmental agency, 
the Institute of Inter-American Affairs, 
was created as a United States govern- 
mental agency to promote more effec- 
tively the health programs of our neigh- 
bors to the south. 
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The Institute is now co-operating 
with fourteen of the Latin American 
countries in health and sanitation. In 
this field, its work includes six major 
types of activities: (1) public health 
and preventive medicine carried out 
through health centers and similar fa- 
cilities; (2) environmental sanitation; 
(3) control of specific diseases such as 
yaws and malaria; (4) health educa- 
tion; (5) assistance in the construction, 
equipping, and administration of hos- 
pitals; and‘ (6) training of nationals of 
the host country in various phases of 
health and sanitation work, through lo- 
cal courses and through fellowships to 
cover study and observation in the 
United States. A total of 1,254 fellows 
have come to the United States since 
the beginning of the ITAA program. 

This is only a small part of the total 
international training program now in 
force, which includes many other fields 
than health and is supported by many 
institutions and many governments. In 
1948-49, according to reports of the 
United Nations Educational, Scientific 
and Cultural Organization, over 15,000 


awards were made for international fel- . 


lowships in all fields, of which only 19 
per cent were supported by the United 
States; our own Federal Government 
contributed over six million dollars for 
such fellowships. í 


Worrp HEALTH ORGANIZATION 


As the Second World War drew to a 
close, it was obvious that new health 
machinery of world-wide scope must be 
established to carry forward, under the 
aegis of the United Nations, the earlier 
work of the Health Organization of the 
League, At the San Francisco Confer- 
ence in 1945, the delegations of Brazil 
and China introduced a resolution for 
the calling of a special conference to es- 
tablish an international health organiza- 
tion. Only four months after the United 
Nations was actually organized (in 
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February 1946), a preliminary Interna- 
tional Health Conference was convened 
in New York. Dr. Thomas Parran, then 
Surgeon General of the United States 
Public Health Service, was elected 
Chairman of the Conference, and at long 
last, the United States took a vigorous 
and constructive part in building the 
new world order. 

The chief work of the Conference was 
adoption of a constitution for the World 
Health Organization (WHO) in which 
the general objectives of the new organ- 
ization were stated in admirably broad 
terms. Health was defined as “a state 
of complete physical, mental and social 
well-being and not merely the absence 
of disease or infirmity”; and it was 
stated that “the enjoyment of the high- 
est attainable standard of health is one 
of the fundamental rights of every hu- 
man being without distinction of race, 
religion, political belief, economic or so- 
cial condition.” 

These broad statements were later 
amplified by specific mention under the 
functions of the organization that it is 
“to promote maternal and child health 
and welfare and to foster the ability to 
live harmoniously in a changing total 
environment”; “to foster activities in 
the field of mental health, especially 
those affecting the harmony of human 
relations”; “to promote, in co-operation 
with other specialized agencies where 
necessary, the improvement of nutrition, 
housing, sanitation, recreation, economic 
or working conditions, and other aspects 
of environmental hygiene” and “.. . 
the prevention of accidental injuries”; 
and “to study and report on... ad- 
ministrative and social techniques affect- 
ing public health and medical care from 
preventive and curative points of view, 
including hospital services and social 
security.” The specific inclusion of 
mental hygiene, nutrition, housing, ac- 
cident prevention, and medical care rep- 
resents a sound and constructive vision 


THE ANNALS OF THE AMERICAN ACADEMY: 


of the public health of the future which 
is substantially in advance of the actual 
practice of most health departments of 
the United States. 

The WHO is “to act as the directing 
and co-ordinating authority on interna- 
tional health work” and “to establish 
and maintain such administrative and 
technical services as may be required, 
including epidemiological and statistical 
services”; and “to propose conventions, 
agreements and regulations, and make 
recommendations with respect to inter- 
national health matters.” 

Furthermore, the WHO is not limited 
to over-all standardizing and co-ordinat- 
ing activities. It may also render direct 
service to individual nations or areas, 
being empowered: “to assist govern- 
ments, upon request, in strengthening 
health services; to furnish appropriate 
technical assistance and, in emergencies, 
necessary aid upon the request or ac- 
ceptance of governments; to provide or 
assist in providing, upon the request of 
the United Nations, health services and 
facilities to special groups, such as the 
peoples of trust territories.” 

Finally, the WHO is empowered “to 
promote and conduct research in the 
field of health”; “to promote improved 
standards of teaching and training in 
the health, medical and related profes- 
sions”; and “to provide information, 
counsel and assistance in the field of 
health”—in other words, to enter the 
vast field of public health education. 

It would be difficult to imagine wider 
or more comprehensive sailing orders. 


Structure 


The WHO is governed by a Health 
Assembly, made up of three delegates 
appointed by each member state; and 
its Executive Board is composed of 
eighteen technically qualified persons, 
each designated by one of a group of 
member states chosen by the Assembly 
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to serve for three years in groups of six 
each year. 

Among the most important provisions 
of the constitution are those regarding 
regional offices. Too great a degree of 
centralization at Geneva was one of the 
most serious faults of the Health Or- 
ganization of the League; and this is 
avoided in the new machinery. The 
Health Assembly may establish “as an 
integral part of the Orgnaization” a 
regional: organization within any area 
which it determines, subject to the ap- 
proval of a majority of the member 
states within that area. There will be 
a regional committee (composed of rep- 
resentatives of member states in the re- 
gion concerned) and a regional office 
in each such area. 

The constitution of the WHO was to 
come into actual force when adopted by 
twenty-six members of the United Na- 
tions. An Interim Commission was set 
up to function during the intervening 
period, which made an active beginning, 
including invaluable assistance in the 
control of an epidemic of cholera in 
Egypt in the fall of 1947. The neces- 
sary ratifications were secured by April 
7, 1948, and the WHO came into full 
and official being as of that date. The 
Interim Commission was formally dis- 
solved at midnight, August 31, 1948, by 
decision of the first Health Assembly. 


- The programs of the Health Organ- 


ization of the League of Nations and the 


Paris Office have been formally taken. 
over. The Pan American Sanitary Bu-- 


reau has come in as the regional organ- 
ization for the Americas, and new re- 
gional organizations have been created 
in southeastern Asia and the eastern 
Mediterranean. Under the inspiring 
leadership of Dr. G. Brock Chisholm as 
Director General, a competent staff is 
rapidly being built up; and the scale on 


which work is being planned is far more. 


nearly adequate than could have been 
‘dreamed of by earlier international 
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health agencies. A budget of over seven 
million dollars has been recommended 
for 1951. 


First two years of WHO 


The WHO has now been in full oper- 
ation for two years. The routine and 
undramatic—but basically essential— 
tasks of developing comparable world 
vital statistics, of improving and simpli- 
fying the procedures of international 
quarantine, and of standardizing bio- 
logical products and other drugs and 
their nomenclature, have been carried 
forward by special expert commissions 
along the lines laid down by the Health 
Organization of the League. Local 
studies and demonstrations of venereal 
disease control were initiated in Ethi- 
opia in 1947 and in Poland in 1948; of 
malaria control in Greece in 1948; and 
of BCG immunization against tubercu- 
losis in India in 1948. 

In the first part of 1949 major stress 
was laid on malaria, venereal disease, 
and tuberculosis. At the second Health 
Assembly in 1949 maternal and child 
health, environmental sanitation, and 
nutrition were added to the list of top 
priorities. By the end of 1949 malaria 
control projects were under way in four 
Balkan states, and long-term campaigns 
had been planned for India, Pakistan, 
and Iran. Research is being carried on 
in regard to insecticides and other meth- 
ods of control of adult and larval mos- 
quitoes, and plans are on foot for in- 


` creasing the available supply of drugs 


for treatment of malaria. Venereal 
disease control demonstrations were 
planned for Italy and Czechoslovakia 
and more recently for India and south- 
eastern Asia. Tuberculosis * surveys 
have been undertaken in eastern Medi- 
terranean countries and in Central and 
South America. Programs for BCG 
(tuberculosis) vaccination, initiated in 
Denmark in 1947 and Sweden and Nor- 
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way in 1948, have been extended under 
WHO auspices to twenty-one countries. 
By the end of March 1950 more than 
24 million children and adolescents had 
been tuberculin-tested, and over 11 mil- 
lion of them vaccinated with BCG. 


In addition to basic problems of dis- 


ease prevention, WHO has clearly vis- 
ualized the wider tasks of health pro- 
motion in a positive sense. Maternal 
and child health. consultant services 
were provided during [949 to Afghani- 
stan, British Borneo, Ceylon, Egypt, 
Lebanon, Malaya, Pakistan, the Philip- 
pines, and Thailand. A most promising 
step was taken in October 1949, when 
a joint committee on nutrition, repre- 
senting the Food and Agriculture Or- 
ganization and the World Health Organ- 


ization, held its first meeting in Geneva. . 


World-wide surveys of nutrtional status, 
caloric needs, and available food sup- 
plies are planned; and teams of nutri- 
tion experts will be made available for 
attachment to child health or tubercu- 
losis teams or for independent service. 

Of very special interest is the program 
of the Expert Committee on Mental 
Health, in which priority is to be given 
to the collection of information on 
mental health needs and facilities in 
various countries and to the develop- 
ment of consultation services. 


Major TECHNIQUES oF WORLD HEALTH 
PROGRAM 


The general pattern of a world health 
program has been visualized in almost 


identical fashion by the three major’ 


agencies concerned with this field—the 
Rockefeller Foundation, the League of 
Nations, and the World Health Organ- 
ization—each using three basic avenues 
of approach. 

The first approach is the accumula- 
tion and co-ordination of basic knowl- 
edge which should be applied in any 
given field. This is accomplished by ac- 
quisition of new knowledge through lab- 
oratory and field research, and formula- 
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tion of that knowledge in authoritative 
form by the joint thinking of groups of 
experts. 

The second type of service is the dem- 
onstration of practical procedures in the 
field, such as DDT dusting or BCG im- 
munization. Its success depends on in- 
telligent application of general principles 
to one special problem in a particular 
region, often a relatively backward area. 
Highly trained specialists are required, 
and the approach is necessarily frag- 
mentary, centering on the particular ob- 
jective. This approach has been central 
in the Rockefeller program and in that 
of the WHO, and has proved most fruit- 
ful. Ultimately, however, the control of 
malaria or tuberculosis must be fitted 
into a more rounded and complete 
scheme of health organization for the 
country in question. It is well, there- 
fore, that the WHO has visualized the 
broad field of health administration as 
one of its objectives; and it will, in the 
future, need material strengthening of 
its staff along this line. 

In the third place, stress has been laid 
on the training of local personnel for the 
less fortunate areas. This has been 
largely accomplished by sending stu- 
dents to well-established schools of pub- 
lic health in such countries as the United 
States (where nearly half of all candi- 
dates for advanced public health degrees 
are foreigners). This plan has certain — 
drawbacks. The teaching and practice 
in Baltimore or Boston is on a very dif- 
ferent level from that which obtains 
where many of these students will ulti- 
mately function. Where a wide gap ex- 
ists, only a student of very high natural 
capacity can make the adaptation of 
what he has learned at Johns Hopkins 
or Harvard to the African jungle or the 
tropical island.. It is the belief -of the 
writer that the student of average abil- 
ity can be better trained, even in a less 
fully equipped school, in his own coun- 
try and under the conditions which will 
govern his own work. ‘Therefore, the 
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effort should be made to build up local 
schools of public health (as is now oc- 
curring in South America), sending only 
the exceptional student to major centers 
in Europe or the United States. 


ULTIMATE OBJECTIVES OF WORLD 
HEALTH PROGRAM 


The techniques of planning for world 
health must be applied to the solution of 
a much wider range of problems than 
those included in the conventional health 
program of the past. Health—in a 
positive and constructive sense—means 
much more than freedom from epidemic 
disease. Cholera in one area is a men- 
ace to other areas; but so is the grinding 
poverty which involves desperate dis- 
content and creates the seedbed of- na- 
tional and international disorder. A 
reasonable degree of safety and satisfac- 
tion for all peoples is the essential basis 
of any possible stable world order. It 
was once said that the United States 
could not survive “half slave and half 
free.” One World cannot survive half 
rich and half poor, in the extreme de- 
gree which now prevails. Anarchy and 
totalitarianism are the offspring of hu- 
man suffering and despair. Democracy 
‘and freedom can survive only where 
there is at least some degree of hope. 
A serious program of reconstruction for 
underdeveloped areas can perhaps do 
more than international conferences or 
diplomatic maneuvering or “cold wars” 
or “hot wars” to save civilization in the 
coming years. 
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The figures in Table 1 make clear the 
magnitude and the urgency of the prob- 
lem. The State Department has given 
us the comparisons of three types of 
areas: developed (the United States, 
Canada, western Europe, Australia, and 
New Zealand); intermediate; and un- 
derdeveloped (most of South America, 
nearly all of Africa, and all of southern 
Asia). 

The control of epidemic disease is in 
itself a powerful force in the improve- 
ment of economic status. Recently the 
WHO sent a team of six malaria experts 
into a sample area of Greece. In one 
year these men, with a very small outlay 
for DDT and spraying equipment, in- 
creased farm production between 20 and 
30 per cent, and trained their Greek col- 
leagues so effectively that the program 
is now rapidly extending into adjacent 
areas. At New Delhi in India there 
were recently gathered together at the 
regional offices of the WHO delegations 
from Afghanistan, Burma, Ceylon, In- 
dia, Thailand, and French and Portu- 
guese India; it was reported that 60 
per cent of all deaths in Thailand were 
caused by malaria and that production 
of rice for export to other countries 
could be vastly increased by control of 
malaria. When an Indian official in- 
quired why agricultural production was 
so low in the Simla Hill States, he was 
told that the tremendous incidence of 
venereal disease was the chief limiting 
factor. As a result of the eradication 
of malaria from Sardinia, under the 


TABLE 1—Comparisons oF DEVELOPMENT 





Proportion of total world population 


Per capita annual income, U. S. dollars 
Food supply, calories per day per capita 
Literacy, age 10 and over, per cent 
Physicians per 100,000 population 

Life expectancy at birth, years: 


Developed areas | Intermediate areas Uniderdeveloped 
Less than Less than Two-thirds 
one-fifth one-sixth 
461. 154 41 
3,040 2,760 2,150 
95 80 22 . 
106 78 17 


63 52 _ 30 
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leadership of the Rockefeller Founda- 
tion, it is now planned to move a million 
people from the overpopulated mainland 
of Italy to that potentially prosperous 
island. 

Of even greater future significance 
is the inclusion of positive health pro- 
motion in our international programs. 
The Rockefeller Foundation and the 
WHO have stressed mental hygiene as 
well as malaria control; the Health Or- 
ganization of the League included hous- 
ing in its major activities; all three have 
placed nutritional problems in the fore- 
front. The joint program of the WHO 
and the FAO for increasing food produc- 
tion in areas capable of agricultural de- 
velopment is one of the most promising 
advances of the last two years. 


Point Four PROGRAM 


Finally, the entire program for world 
reconstruction has been given a new im- 
petus by the program officially described 
as “Technical Assistance to Underde- 
veloped Areas.” It is generally called 
Point Four, because President Truman 
in his inaugural address, after reviewing 
three basic and well understood ele- 
ments in our international policies, 
added as a fourth point that 


we must embark on a bold new program 
for making the benefits of our scientific ad- 
vances and industrial progress available for 
the improvement and growth of underde- 
veloped areas. . . . we should make avail- 
able to peace-loving peoples the benefits of 
our store of technical knowledge in order 
to help them realize their aspirations for a 
better life. And, in co-operation with other 
nations, we should foster capital investment 
in areas needing development. Our aim 


e 
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should be to help the free peoples of the 
world, through their own efforts, to produce 
more food, more clothing, more materials 
for housing, and more mechanical power to 
lighten their burdens. 


The concepts of Point Four have been 
hailed with acclamation throughout the 
world. President Truman’s proposal 
has been cleared through the Economic 
and Social Council and approved unani- 
mously by the Assembly of the United 
Nations. The U.N. now has requests 
for aid from Afghanistan, Bolivia, Mex- 
ico, Pakistan, the Philippines, and half 
a dozen other countries. A tentative 
two-year budget of $86,000,000 has been 
approved, of which the largest single 
items are for agriculture and forestry 
and for health (about twenty millions 
each). President Truman asked the 
Congress for an authorization of $45,- 
000,000 as our share in initiating this 
program, 

This is not a relief project for feeding 
starving millions, or a vision of a world 
Tennessee Valley Authority which would 
reorganize national economy overnight 
and impose upon primitive peoples the 
“American way of life.” In its first 
stages, it is a direct, simple practical 
procedure for providing, in co-operation 
with other highly developed nations, the 
leadership of trained technical personnel 
to assist underprivileged peoples to im- 
prove their standard of living—a pro- 
gram of pump priming, of helping such 
people to help themselves, with major 
possibilities of improvement in total 
world economy as a result. In such a 
program as this must be found the basis 
for the future health of this world of 
ours. 


C-E. A. Winslow, Dr. P.H., New Haven, Connecticut, is professor emeritus of pub- 
lic health, Yale University, having been professor of public health there from 1915 to 
1945. He is editor of the American Journal of Public Health, and was editor in chief of 
the Journal of Bacteriology from 1916 to 1944. He has served in numerous capacities in 
the field of sanitation, and is author or co-author of many books, among which are The 
Evolution and Significance of the Modern Health Campaign (1923), The New Healthy 
Living (1929), Health on the Farm and in the Village (1931), Health Under the “El” 
(1937), and The Conquest of Epidemic Disease (1943). 
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INTERNATIONAL RELATIONS AND 
WORLD GOVERNMENT 


UNITED STATES DEPARTMENT OF STATE. 
Our Foreign Policy. ‘Foreword by Presi- 
dent Harry S.. Truman. Department of 
State Publication 3972. Pp. 100. Wash- 
ington, 1950. 30 cents. 


In these times of increasing dangers 
abroad and mounting sacrifices at home, a 
foreign policy that deserves and enjoys 
general support is more than ever an im- 
perative necessity. Information as to what 
that policy actually is usually reaches the 
public in piecemeal fashion in speeches, 
press conferences, and other occasional 
communications. Our Foreign Policy is a 
concise, systematic, and generally forth- 
right exposition of that policy by the ex- 
perts of the Department of State. Its 
scope is most comprehensive, as the main 
headings indicate: 1) Our foreign policy: 
its roots, what it is, who makes it; 2) To- 


ward national security; 3) Toward eco- 


nomic well-being; 4) Toward wider free- 


dom. There is no pussyfooting, for ex-. 


ample, in the section relating to China, 
where it is affirmed that full-scale military 
intervention alone might have prevented 
the success of the Chinese Communists. 
National interests are true and solid foun- 
dations of policy. For their defense against 
the imperialism of Soviet Russia and in- 
ternational communism, there is no re- 


alistic alternative to co-operation with like- 
minded countries in the creation of “situa- 
tions of strength” for short term security 
and in the United Nations for the long 
pull. Not that there is no room for reser- 
vations. The bald and unqualified asser- 
tion “that there are no longer any ‘foreign’ 
wars” is a dangerous half-truth, despite its 
current popularity. The Atlantic Ocean, 
after all, still separates as well as “con- 
nects” (the italics are the Department’s) 
the North American and European conti- 
nents. The Department is, of course, 
aware of the distinction between the aims 
that are generally desirable and those for 
which this country is prepared to fight 
when the chips are down, although the dif- 
ference is for obvious reasons nowhere 
clearly stated. Referring to the Truman 
Doctrine and its implications of unlim- 
ited commitments, the Department writes: 
“The answer is that we would judge each 
situation in the light of its effects on world 
peace and our own security.” Let us hope 
that this wise caution will guide official de- 
cisions. 
E. Matcotm CARROLL 
Duke University 


Stessins, Rrcwarp P. (and the Research 
Staff of the Council on Foreign Rela- 
tions). The United States in World Af- 
fairs 1949. Pp. xviii, 574. New York: 
Harper & Brothers (for the Council on 
Foreign Relations), 1950. $5.00. 
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American foreign policy has become the 
bitterest of public issues at a time when 
the power and position of the United States 
make its policy the prime determinant of 
world politics. In this setting the program 
of the Council on Foreign Relations is one 
urgently important to the task of building 
an informed public understanding of our 
role in.international affairs. The serious 
layman and specialist alike will therefore 
welcome this new volumé in an indispen- 
sable series. i 

The fourth since the war, it continues the 
narrative through calendar 1949, except for 
a few later items needed to round out a 
connected story—and a few similarly in- 
cluded in last years volume. The year 
here covered marks the first period of all- 
out cold war. Lines had been drawn fairly 
tightly beforë, but the North Atlantic Pact 
and the military aid program which sup- 
plements it initiate a new and crucial chap- 
ter in the grimly unwinding tale. The basic 
_ conflict between the United States and the 
Soviet Union was never before so clear, 
and its resolution in war or agreement 
never so clearly the keystone to the next 
era of history. This theme, then,. domi- 
nates the present survey and is presented 
in detail in chapter two. 
each on Western Europe and Central Eu- 
rope, with one on the Soviet bloc, em- 
phasize the continuing significance of those 
traditional theaters of power politics to 
the present scene. 

There follow three chapters on United 
Nations affairs and one each on the Mid- 
dle East, the Far East, and Western Hemi- 
sphere and British Commonwealth rela- 
tions. The author has prepared a wise 
and thoughtful essay, “New Horizons in 
American Foreign Policy,” which serves as 
the first chapter. An introduction by 
George F. Kennan affords the reader an- 
other of his illuminating expositions; and 
the selected bibliography and chronology 
of world events meet the high standards of 
the series. Four maps are included in the 
text. 

It is as usual difficult to find sufficient 
praise for this masterly product, which 
combines a mass of detailed factual infor- 
‘mation, possible only through the best ef- 
forts of a highly competent research team, 


Two sections 
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with the lucid interpretation and analysis 


of the record possible only through the 
best efforts of an able and well-informed 
author. To a series distinguished by the 
work of such men as Walter Lippmann, 
William O. Scroggs, Whitney Shepardson, 
and John Campbell, the new author has 
made a distinguished contribution. 
OLIVER BENSON 
University of Oklahoma 


BENTWIcH, NORMAN, and ANDREW MAR- 
TIN. A Commentary on the Charter of 
the United Nations. Pp. xxviii, 239. 
New York: The Macmillan Company, 
1950. $2.75. 

This compact volume of 192 pages of 
commentary supplemented with texts of 
the Charter of the United Nations, the 


Statute of the International Court of Jus- 


tice, and the Covenant of the League of 
Nations, is designed to meet the needs of 
“the general public interested in interna- 
tional affairs,” “university students of in- 
ternational law and relations,” and “mem- 
bers of adult classes in current affairs.” Its 
authors are barristers-at-law who believe, 
with much reason, that “It is a primary 
condition .of the establishment of peace, 
law and order between States that the indi- 
vidual citizen should understand the or- 
ganization of the international community 
and gain some sense of world-citizenship.” 
(Preface, vii.) : 

After introductory pages dealing with 
the need for wide public understanding of 
the Charter of the United Nations and the 
“Evolution of the Charter,” including ref- 
erence to the various steps that led to the 
drafting of the document at the San Fran- 
cisco Conference, the authors proceed to a ` 
systematic commentary on the various ar- 
ticles of the Charter according to number. 
There are nineteen chapters, three appen- 
dices, and a “Short Bibliography” of some 
forty-one titles, all relating to books. There 
are no references to articles in the bibli- 
ography. The works listed seem to be 
mostly leading titles in the field of inter- 
national organization. 

The method of procedure followed in 
the volume is that of printing the text of 
each article of the Charter and of subjoin- 
ing the commentary and explanations by 


Boox DEPARTMENT 


the authors. There are numerous foot- 
notes that add to the value of the publi- 
cation. Since the volume was set up in 
the latter part of 1949 and actually pub- 
lished in 1950 it brings in events that oc- 
curred up to May, 1949. The authors 
have not avoided some criticism of certain 
aspects of the work of the United Nations, 
such as the abuse of the veto and, at times, 
the use of the Security Council and the 
General Assembly “not to solve disputes, 
but to stimulate and exacerbate them.” 
But, despite these instances of expressing 
disappointments with reference to some as- 
pects of the work of the world organiza- 
tion, the two authors have lived up to their 
goal of providing an “objective” commen- 
tary. 

This useful commentary by British au- 
thors adds new evidence to the fact that 
the United Nations is forging ahead and 
attracting the serious attention of leaders 
of thought in many countries. The handy 
volume should prove of value to many 
readers, especially in the English-speaking 
world. 

J. Evcens HARLEY 
` . University of Southern California 


WARBASSE, JAMES Peter. Cooperative 
Peace. Pp. xiv, 273. Superior, Wiscon- 
sin: Cooperative Publishing Association, 
1950. $3.00. 

This work, by an eminent authority on 
the co-operative movement in business, is 
propaganda for the co-operative method. 
Few movements in modern society are 
more deserving of advancement. The au- 
thor serves his cause well by exploiting its 
many advantages. Insofar as he keeps to 
this theme he deals with practicable meth- 
ods of self-seeking which accord well with 
the basic nature of the human animal. 

He goes-on, however, to offer the co- 
operative as the solution of war. He 
would, by this system, remove the causes 
and motives of war. In this latter field he 
leaves the realm of self-seeking man and 
enters the field of philanthropy. 

Peace in all times is a consummation 
devoutly to be wished; wherefore, the read- 
ers of this book will be torn between wish- 
ful thinking as to the future of the co- 
operative method and a deep conviction 
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that the proposal as to a perpetual peace 
is visionary and its reasoning specious. 

To the euthor the constant cause of wars 
is the profit motive in business. Granting 
it a stalwart share in international conflict, 


- to contend that it is the primary cause 


would seem shortsighted. As population in- 
creases upon the earth and presses ever 
harder upon the available food supply, man, 
engaged always in his struggle for exist- 
ence, begins to grumble and strive and 
finally to contend in the mass for food 
and a place in the sun. . 

Our author pays tribute to reasonabl 
regulation of our population growth. He 
might well have laid primary emphasis 
upon that. Man must regulate his birth 
rate soon or go the way of all other over- 
populated species upon the earth. To say 
that man, by taking the profit out of busi- 
ness, can quell this strife and live at peace 
with himself is fatuous. Men will fight 
each other for food and shelter. The 
strong will take from the weak if there is 
anything there to be had. The United 
States is learning—and by the hard way-— 
that to remain weak and unprepared for 
defense is to invite conquest. In all eras 
of time the would-be tyrant has seized 
upon mass unrest to start aggression. From 
Alaric and Caesar to Hitler and Stalin 
tyranny has sought to overrun the weak. 

Readers will view the final chapters of 
this book with much skepticism. This 
should not blind them, however, to a sin- 
cere and authoritative pronouncement on 
the values of co-operative methods in busi- 
ness, : 
Rozsert W. Kerso 
University of Michigan 


Comunità internazionale, La. Vol. V, No. 
2, April 1950. Pp. 195-384. Rome, 
Italy: 1950. : 

This is the Journal of the Italian So- 
ciety of International Organization (So- 
cieta Italiana per Vorganizzazione inter- 
nazionale), and it is primarily concerned 
with doctrine, documents, and facts of in- 
ternational organization. 

The first part of this issue contains some 
very well-informed and interesting articles 
on various subjects. One of these articles 
is written by Roberto Ago, and it deals 
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with universal and regional international 
organizations. He analyzes the League of 
Nations, the United Nations, the Organiza- 
tion of American States, the British Com- 
monwealth, the Arab League, and the 


Council of Europe. He says that the Or- - 


ganization of American States has a conti- 
nental basis and its Charter represents the 
definitive consolidation of the movement 
toward association of the States of the 
American. Continent since the First Inter- 
national Conference of American States of 
1889-1890. The author doubts whether 
the North Atlantic Pact constitutes a re- 
gional organization, and he states that this 
Pact has the appearance of a single alli- 
ance or a pact of reciprocal assistance and 
collective self-defense. However, it seems 
to us that the North Atlantic Pact has the 
characteristics of a regional organization in 
the sense of Article 52 of the United Na- 
tions Charter. . 

Another article is signed by Giovanni 
Francesco Malagodi, and it is about the 
so-called Marshall Plan. He gives some 
impressions on the effects and achieve- 
ments of the Economic Cooperation Ad- 
ministration in Europe. The-author thinks 
that the European economic problem is not 
merely a problem of reconstruction, but in- 
cludes the constructing of a new ecoriomic 
reality, and he also notes that the Euro- 
pean economic condition is in close rela- 
tionship with the economic situation of 
other regions, especially with that of the 
United States and the underdeveloped 
areas. 

Enrico Serra writes a long analysis of the 
British Commonwealth of Nations. Be- 
cause the Commonwealth is typically a po- 
litical organization, says the writer, and as 
a result of permanent compromise between 
tradition and Anglo-Saxon empiricism, that 
Commonwealth has had the capacity of 
adapting itself to various situations. The 
phenomenon of Commonwealth has not fol- 
lowed a constant line of evolution in conse- 
quence of the different problems with which 
it has dealt. The author emphasizes the 
importance of Canada. The geographic 
condition gives to that State a position 
of political mediation between the United 
States and Great Britain. Canada, in the 
future, will be of great importance not only 
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for the relationship between the United 
States and Great Britain but also for the 
entire Commonwealth. 

The Journal .publishes a speech on the 
international aspects of the emigration 
question made by David A. Morse on- 
April 14, 1950, in Rome. Emigration, says 
Morse, is a serious problem especially for 
Italy. But the need for the distribution 
of the world population through emigra- 
tion is not limited to one nation or one 
region and by all means is not a new prob- 
lem. He analyzes some international mi- 
gration conferences and the activities of 
the International Labor Office of which he 
is the Director General. 

The second part of the Journal is dedi- 
cated to the publication of information 
concerning the activities of the United Na- 
tions organs, as well’ as documents and 
notes on world politics. i 

Undoubtedly, this is a good publication, 
one of the best on international organiza- 
tion. . 

IsmpoRro ZANOTTI 

Pan American Union ; 

Washington, D. C. 


Pusiius II (Owen J. Roserts, Joun F. 
Scummr, and Crarence K. Srreir). 
The New Federalist, Pp. xvii, 109. 
New York: Harper & Bros., 1950. $1.50. 
This overcoat pocket size volume is a 

persuasive and easy reading appeal for a 

federal union of the free nations with 

strong democratic traditions as the first 
and essential step toward a world order in 
which peace will prevail and individual lib- 
erty will. thrive. In some twenty-six “new 
federalist papers” Publius II, through the 
emanuenses of Owen Roberts, John Schmidt, 
and Clarence Streit, advances the cause of 

a new federal union of free peoples under 

a plan based upon the fundamental pre- 

cepts that underlie American government. 

Publius II sees little hope for a stable and 

democratic world order in international or- 

ganizations patterned on the United Na- 
tions or the former League of Nations. He 
holds that the people must establish and 
control the supernational. organization and 
not the national states, that a representa- 
tive assembly on the order of the House 
of Representatives should provide popular 
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representation and a body like that of the 
United States Senate the representation of 
the national sovereignties. Publius would 
supply a strong executive and a federal 
judiciary for the superrepublic even to car- 
rying over the American power of judicial 
review. 

The new federal republic would have 
among its delegated powers, international 
commerce, diplomacy, military activities, 
postal services, currency control, and taxa- 
tion for its functions and its own law en- 
forcement agencies over the citizenry. Ac- 
cording to Publius II it would provide an 
immediate vehicle for the free peoples to 
unite in the face of totalitarian threats, on 
the one hand, and on the other through 
the federal principle offer an opportunity 
for other peoples to join the union as they 
achieve democratic government. Publius 
II sees economic gain in improved living 
standards, military gain because such a 
union would possess overwhelming force 
and manpower, and achievement for the 
future of individual liberty and world peace 
because of the “new republic’s” impreg- 
nability, prosperity and its open invitation 
to other peoples to join. Publius has faith 
that democracy and prosperity are con- 
tagious. 

_It is a provocative volume—a popular 
rather than a scholarly treatise. It does 
not delve into the fascinating problems the 
proposal raises like that of triple federal- 
ism. 

Wirram J. Ronan 

New York University 


CHAMBERLIN, WILLIAM Henry. America’s 
Second Crusade. Pp. vii, 372. Chicago: 
Henry Regnery Co., 1950. $3.75. 

Like most other thoughtful citizens, Wil- 
liam Henry Chamberlin is impressed and 
depressed by the obvious fact that the 
America of our time has won military vic- 
tory in two World Wars and has in each 
instance “lost the peace” which followed. 
His latest book is a lugubrious résumé of 
the politics and diplomacy of World War 
II, written, he avers, “without prejudice or 
favor,” but reflecting many of the views 
of Charles E. Bohlen, George F. Kennan, 
Joseph G. Grew, William C. Bullitt, Arthur 
Bliss Lane, A. A. Berle, and William 


205 


Donovan, all of whom are thanked in the 
Introduction. for discussing events and 
issues with the author. 

Mr. Chamberlin’s thesis is scarcely novel. 
The devil in the drama is Stalin. “There 
was no moral or humanitarian reason to 
prefer Soviet conquest to Nazi or Japanese 
conquest. From the cold-blooded stand- 
point of American political interest, one 
center of aggressive expansion in Moscow 
would not be more desirable than two cen- 
ters in Berlin and Tokyo. The organizers 
and eulogists of America’s Second Crusade 
completely overlooked both these points” 
(p. 39). The villains of the story are 
Franklin D. Roosevelt—held guilty of 
“habitual deception” (p. 123)—-and his 
collaborators and supporters, Wallace, 
Willkie, Lippmann, Swing, the liberal, in- 
terventionist, and internationalist press, 
among others. There are no heroes, 
though Lindbergh (pp. 116-17) approachés 
this status, while Senator Harry S. Truman 
(p. 137) is praised—and later blamed for 
not following his own advice—for having 
said in June 1941: “If we see Germany is 
winning we ought to help Russia and if we 
see Russia is winning we ought to help 
Germany, and in that way let them kill as 
many as possible, although I wouldn’t want 
to see Hitler victorious under any circum- 
stances.” 

The argument over responsibility for 
American involvement in Europe’s wars 
has been rehashed too many times to re- 
quire further discussion here. Even if it 
be conceded that Mr. Chamberlin’s conten- 
tions have some merit, his conclusions are 
a non sequitur. He might have developed 
his data into an intellectually respectable 
case, in the vein of Harry Elmer Barnes or 
Lawrence Dennis, for a return to tradi- 
tional American isolationism and neutrality 
as the only alternative to what Charles 
Beard once called “perpetual war for per- 
petual peace.” He has not done so. His 
final judgment is that we must rearm Ger- 
many and Japan as the only means of 
winning the present war and, presumably, 
the next one. In effect, he preaches a new 
Holy War against Communism, and in this 
finds himself more in accord with the senti- 
ments of most Americans than has some- 
times been his lot in the past. But in view 
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of the record which Mr. Chamberlin sur- 
veys, skeptics may perhaps be permitted to 
wonder whether America’s Third Crusade 
(assuming civilization may survive the ex- 
` perience) is likely to have any more satis- 
factory aftermath than its predecessors. 

FREDERICK L. SCHUMAN 

Williams College 


Pratt, FretcHer. War for the World. 
Vol. 54 in “The Chronicles of America 
Series,” edited by Allan Nevins. Pp. xi, 
364, New Haven: Yale University Press, 
1950. $6.00. 


This volume in the “Chronicles of 
America Series” under -the editorship of 
Allan Nevins records the contributions of 
the fighting forces of the United States in 
the air and on land and sea in all theaters 
in World War II. Beginning with a recital 
of the chain of disasters starting with 
Pearl Harbor, the story ends with the re- 
lease of the atomic bombs on Hiroshima 
and Nagasaki, and the surrender of Japan. 
The author, perhaps more interested in and 
familiar with the war on the sea, weights 
his narrative somewhat on the naval side 
of the conflict. 

The United States entered the war, ac- 
cording to an old American custom, un- 
prepared. To be sure American armament 
began to expand as early as 1939 in re- 
sponse to the demands of the British and 
French for war materials. But- we were 
neither mentally nor physically prepared 
for the type of war into which we were 
plunged in December 1941. After the 
President had declared a national emer- 
gency in 1940, we did begin to take the 
conflict more seriously, and the National 
Guard was activated. One of its forma- 
tions, lacking trained cooks and weapons, 
took along to its training camp several polo 
ponies and four pianos. 

It was early agreed by the American 
President and the British Prime Minister 
that in the allocation of materials and the 
general conduct of the war priority should 
be given to the European theater since Ger- 
many was regarded as the more dangerous 
foe. The direction of the war fell to the 
Joint Chiefs of Staff of the United States 
and Great Britain. The Soviet Union, 


‘ hands” (pp. 23-24). 
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though invited to join, preferred to play a 
lone hand, although Stalin was co-opera- 
tive in stating Russian requirements of ma- 
terials, and impatient and suspicious of 
the delay of the Allies in establishing the 
Second Front in Europe. 

Perhaps Stalin well served the common 
cause by refusing continuous collaboration 
as between the British and Americans on 
questions of grand Strategy. The broth 
might easily have been spoiled by too many 
brilliant and determined cooks. As things 
stood, Mr. Churchill “was an inveterate 
planner in his own right and the President 
had a proclivity for assuming control of 
everything on which he could lay his 
Fortunately other 
strong men such as General Marshall and 
Admiral King, who could speak with au- 
thority out of their training and experi- 
ence, were able to restrain the President, 
and the Prime Minister was too far away. 
to make trouble. 

The picturesque but not quite accurate - 
maxim that battles are won by those who 
“get there fustest with the mostest” is, 
fortunately, not necessarily true of wars. 
Among the Great Powers the United States 
entered World War II last,.and at first 
could directly contribute little. But luckily 
the holding operations against Germany 
and Japan sufficed to keep the enemy from 
delivering a fatal thrust. Thus precious 
time was available for the United States 
to organize its vast resources and tap the 
great engineering and other technical skills 
of the country. Against these assets 
neither the fanaticism of the Japanese nor 
the military expertness of the Germans 
was able to carry the day. Moreover, in 
General Eisenhower and other Allied com- 
manders on land and sea, the enemy was 
confronted by men whose talents he could 
not match. 

Frank M. RUSSELL 

University of California 


Fers, HERBERT. The Diplomacy of the 
Dollar, First Era, 1919-1932. Pp. vii, 
81. Baltimore: Johns Hopkins Press, 
1950. $2.25. 


This booklet is mainly a “skeleton sum- 
mary” of the rationale and history of our 
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Federal screening of proposals by Ameri- 
can investment bankers to underwrite issues 
of foreign securities. 

The State Department objected in rou- 
tine to five main types of foreign security: 
those to rearm, to balance budgets where 
taxation was inadequate, or to finance for- 
eign monopolies preying upon America; 
also, those issued by governments we did 
not recognize or which dishonored their 
obligations to us. While Prohibition was 
in force, loans to foreign producers of 
alcoholic beverages were likewise banned. 

The booklet describes selected proposals 
to illustrate those principal objections. 
How the Department was sometimes by- 
passed, through affiliates of foreign cor- 
porations, is illustrated by loans to the 
Swedish Match Company and, in Man- 
churia, to the Oriental Development Com- 
pany. No mention is made of the occa- 
sional issue about which the Department 
was .never consulted, of the various in- 
stances of undeniably bad financing which 
the Department failed to block, nor of the 
failure to consider the volume of our lend- 
ing to individual countries. Fluctuations in 
that volume alternately inflated and de- 
flated borrowing countries. They joggled 
interest and exchange rates as well as price 
levels. By shuttling gold back and forth 
they made credit controls difficult and even 
menaced the convertibility of foreign cur- 
rencies. At times they disturbed our own 
acceptance and bond markets. 

By implication America went it alone 
as a creditor nation. “We acted as bankers 
to the whole needy world” (p. v). Nothing 
is said of capital exports by other coun- 
tries, although during parts of the period 
surveyed America was not even the world’s 
leading lender. 

Dr. Feis still clings to England’s self- 
wrecking mythology about the war debts. 


America “supplied the means by which ` 


Germany paid reparations, . . . the means 
whereby the Allies paid debts to the Ameri- 
can Treasury” (p. 62). A differing analy- 
sis follows: Tens of billions poured into 
and out of the German and English reser- 
voirs of foreign-exchange holdings. Each 
of those reservoirs had many inlets and 
many outlets (interacting); but of these, 
reparations and war-debt payments re- 
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sembled rivulets rather than rivers. Never 
more than negligibly did reparations come 
from American lending or war-debt an- 
nuities from reparations, even on the for- 
eign-exchange level. They came from bil- 
lions of fiscal receipts, mostly taxes, or 
were saved from billions of contemplated 
fiscal outlays. All of Germany’s repara- 
tions (and what besides!) were thus saved 
when it was forbidden to rearm. 
Ray Ovi Hatt 
Washington, D. C. 


Evatt, Hersert V. The Task of Nations. 
Pp. 279. New York: Duell, Sloan and 
Pearce, 1949. $3.00. ; 
Mr. Evatt has written a sprightly and 

personal record of the Fourth General As- 

sembly of the United Nations, of which he 
was President. It would be easy to con- 
clude from reading it that Mr. Evatt and 

Australia were largely responsible for the 

successes of the United Nations. The book 

is a collection of reflections and recollec- 
tions presented with little attempt at or-, 
ganization. It contains three or four chap- 
ters on general background,' several chap- 
ters dealing with specific problems such as 

Greece, Berlin, Palestine, and Indonesia, 

and some more general background at the 

end. Making proper discount for the per- 
sonal character of the book, one may find 
occasional bits of wheat or local color or 
behind-the-scenes operation or a fact not 
found in the official records. It belongs to 
the category of personal records to which 
historians turn for bits with which to com- 
plete a picture. 

CLYDE EAGLETON 
New York University 


MELTZER, Louis. Tke Democratic Revolu- 
tion: The Rise of the New West—An 
Outline of the Future, Based on a Mod- 
ern Interpretation of the Past and Pres- 
ent. Pp. 68. New York: The William- 
Frederick Press, 1950. $1.50. 

This essay seeks to show that economic 
collectivism, political democracy, and self- 
determination in international affairs, are 
the true wave of the future. In support of 
this thesis, Louis Meltzer offers a few cor- 
rect statements of fact, perhaps one or two 
logically derived conclusions, and a dog- 
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matic pen in the service of an avowedly 
warm heart. ` 

For Meltzer is one of those fortunate 
men who have been given truth and. the 
power of infinite prediction. He knows 
that “America will go socialistic,” but the 


chapter purporting to prove this concludes ` 


otherwise. He knows that “Russia will go 

_ democratic,” but his conception of democ- 
racy will startle everyone but himself, and 
his description of the process ignores the 
when, the how, and the; evidences he him- 
self adduces to support a contrary propo- 
sition. He knows, irrefutably, that out of 
this period of transition will emerge a civi- 
lization “characterized not by a victory of 
one or the other, but rather a blending and 
a synthesis of the best and most durable 
features of both nations;” but what these 
features are, and why the synthesis might 
not ‘blend the worst instead of tlie best 
features, he nowhere makes clear. He 
knows that modern war is caused only by 
the existerice of dictatorship, but “the mas- 
ters of the Kremlin,” he tells us, “have 
quite clearly embarked on the road to 
peace” (vide ‘Korea!); hence Russia will 
give way to its opposite—democracy— 
which will assure permanent peace in the 
West and the healing of the historic breach 
between socialists and communists. 

A shoddy and irrelevant chapter on “The 
Basic Fallacies of Marx, Lenin and Speng- 
ler” concludes this absurd and useless book. 
Requiescat in pace. 

Davi Spitz 

Ohio State University 


Economic Cooperation ADMINISTRATION. 
Report of the ECA-Commerce Mission 
to Investigate Possibilities of Increasing 
Western Europe’s Dollar Earnings. Pp. 
viii, 227. Washington, D. C., 1949 (re- 
printed 1950). No price. 


In May 1949, the ECA-Department of 
Commerce joint mission, headed by Wayne 
C. Taylor, left for Europe to study the 
possibilities of increased sales of European 
products in the Western Hemisphere and 
particularly in the United States. They 
spent ten weeks in firsthand study of the 
plans and problems of the leading export- 
ing countries, holding conferences with ap- 
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propriate government officials, business- 


men, bankers, and trade groups. Their re- 
port was submitted to Administrator Paul 
G. Hoffman on August 29, 1949. 

The text of this report is a brief, clear, 
well-organized document of 26 pages. It 
reviews the history of the dollar gap; em- 
phasizes the urgency of the problem, espe- 
cially in view of the impending termination 
of the Economic Recovery Program, and 
the unwisdom of continued reliance upon 
grants and loans which subsidize our ex- 
ports and burden our taxpayers; and finds 
the only sound solution in achieving an in- 
ternational balance at a high level of trade. 
The present critical lack of balance should 
be corrected primarily by stimulating ex- 
pansion of exports of goods and services to 
the United States and expansion, as far as 
feasible, of U. S. foreign investment. 

Trade expansion is most likely in the 
fields of services, raw materials, and manu- 
factured goods designed for special pur- 
poses or requiring either special skills or 
unique raw materials. In 1937, the ERP 
countries and their dependencies sold us 
goods and services valued at 2 per cent of 
our gross national product; in 1948, such 
purchases by the United States amounted 
to only 1.2 per cent. This ratio could be ` 
raised, for American consumption is and 
has ever been an increasing dynamic, and 
there is existing and potential demand for 
a larger volume of goods and services than 
is or ever has been available. Closing the 
gap in this way would mean a larger total 
(domestic and foreign) market and would 
contribute to the prosperity at home and 
abroad and to the stability of world rela- . 
tions. 

Members of this mission are convinced 
that such a balance could be reached, with 
respect to most ERP countries in Europe, 
by 1952, provided certain measures which 
they outline in detail are initiated promptly 
and pursued vigorously. ‘The nature of 
these measures is indicated below: 

1. By European Governments: a more 
positive attitude toward exporting to the 
United States; more adequate credit fa- 
cilities; work toward single rates’ of ex- 
change and reduction of import and export 
controls; encouragement of the tourist 
trade and of production of raw materials 
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and agricultural products in overseas ter- 
ritories. 

2. By European Business and Labor: a 
more aggressive campaign to sell to the 
United States; increased efficiency in pro- 
duction and reduced prices; closer study 
of our markets, methods, requirements, and 
channels of distribution; education of busi- 
nessmen, labor, and the public on the ne- 
cessity to produce for our markets. 

3. By American Business and Labor: 
search for European sources of raw mate- 
rials and semimanufactured products and 
specialties not profitably produced by our 
mass production methods; study costs of 
distribution of foreign imports here, op- 
portunities for their display and sale in 
department stores, possibilities for trans- 
portation companies to balance cargoes 
with new freight from Europe, and stimu- 
lation of off-season tourist travel; publicize 
the vital importance of imports to the na- 
tional economy and to individual wage- 
earners; seek active participation in proj- 
ects in overseas territories of European 
countries. ` f 

4. By Organization for European Eco- 
nomic Cooperation: greatest efforts toward 
elimination of trade barriers in Europe. 

5. By American Governments: reduction 
of high tariff duties especially on art goods 
and other manufactured specialty items; 
correction of antiquated, inequitable, and 
complex customs procedures; modification 
of “Buy American” restrictions on Federal, 
state, and local government procurements. 

This brief report is supplemented by 
some 200 pages of appendices consisting of 
èlaborate statistical tabulations of Ameri- 
can trade especially with ERP countries; 
extended statements by. various European 
government officials submitted in response 
to questionnaires prepared by the mission; 
detailed memoranda on the difficulties aris- 
ing from our tariff restrictions and customs 
procedures; and supplementary data pre- 
pared by the mission itself. The fullest 


reports are from United Kingdom, the. 


Netherlands, France, Norway, and Sweden. 
While not all proposed measures are 
likely to be initiated promptly and pursued 


vigorously with the gap happily closed by ` 


1952, a wide reading of this thoughtful, 
well-documented report should contribute 
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to the understanding and correct solution 
of the problem. 
Pau. S. PERCE 
Winter Park, Florida 


Batocu, Tuomas. The Dollar Crisis: 
Causes and Cure. A Report to the 
Fabian Society. Pp. xlvi, 269. New 
York: The Macmillan Company, 1950. 


$3.00. 


Professor J. M. Keynes of Cambridge 
University issued after World War I a 
stern warning of the Economic Conse- 
quences of the Peace, which won its strong- 
est endorsement from the trend of events 
thereafter. With this in mind perhaps, 
Thomas Balogh, Fellow of Oxford, now 
presents his prophecies after World War 
II. He writes from the angle of a natu- 
ralized Briton (a Hungarian of Jewish par- 
entage), of a trained economist, of a 
sympathizer with the “leftist” wing of the 
Labour Party, and of an extremely inde- 
pendent individual who represents, chiefly, 
himself. Utilizing statistics assembled by 
the Economic Commission for Europe, he 
analyzes the background of the postwar 
economic crisis of western Europe; pro- 
posals for closer union within that area; 
Britain’s relation to western Europe; 
American trends and the Marshall plan; 
and future probabilities. All this is 
brought to some focus in a “preface” (writ- 
ten of course after the main body of the 
work) excoriating the devaluations of the 
autumn of 1949. This book will stimulate 
and aggravate many who peruse it; few. 
will find it easy reading. 

The author’s quarrel with the postwar 
economic policy-makers rests on his belief 
that it is possible for the different classes 
in a community to collaborate “rationally” 
in deliberate planning for the full use of 
available resources. He defines rational 
planning as that which aims at “full em- 
ployment” and “fair shares for all.” He 
has the utmost contempt for people who 
hesitate at extremely rapid reorganization 
of financial and industrial administration; 
they are perpetuating the economics of 
Bedlam, he thinks. His impatience stems 
from horror at the heavy toll inflicted by 
postponement. Therefore he directs many 
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hard words at hesitant policy-makers in 
London and Washington, on the ground 
that Britain’s position vis-à-vis western Eu- 
rope causes her mistakes to compound those 
of that region, while errors of the United 
States compound those of Britain and west- 
ern Europe. ~ 

Balogh marshals fact and opinion to 
show that emergence of the United States 
as an overwhelmingly dominant power re- 
duces the chance of restoring a smoothly 
working international economy; America, 
it appears, is sometimes guilty of insin- 
cerity, brutality, unreasonableness, and, 
above all, lack of understanding. While 
the British people need not “give away our 
labour ‘for little return” (p. xxxiii); the 
richer power in today’s world acts intelli- 
gently only if she finances the poorer coun- 
tries by free contributions. Given. their 
own economic and political background, it 
seems scarcely surprising, to this reviewer, 
that Americans do not travel with all haste 
into the promised land of bureaucratic con- 
trols: into allocation of raw materials and 
labor in peacetime, fixed prices and wages, 
rationed consumption, restricted exchange 
and trade, and redistribution of wealth be- 
tween the United States and the rest of the 
world. But these trends, whether for good 
or ill, may be developing in America at a 
faster pace than Balogh, or even Senator 
Taft, realizes. Complacent citizens may 
wake with a start, one of these days. 

Meanwhile, Balogh and most Main 
Streeters have much the same basic wish 
—hboth would be pleased to witness the 
spread of prosperity arid social justice in- 
ternationally. The difference between his 
and theirs lies in the proposed means to 
the end and in the proposed degree of 
haste. He burns with a sense of urgency; 
they, even under Soviet threats, move 
slowly and haltingly. Among some Ameri- 
can citizens who travel questingly within 
the near shadow of the Iron Curtain, how- 
ever, there is a growing sense of urgency. 
They raise at least two queries: Unless a 
progressively improving and progressively 
more just economic and social system is 
established in the West—and in the areas 
of its attempted sway—can those regions 
escape internal decomposition through Com- 
munist propaganda? When a man has an 
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empty stomach and a bare back can he 
feel fed and clothed by talk of freedom? 
JEANNETTE P. NICHOLS 
University of Pennsylvania 


© UNITED NATIONS, DEPARTMENT OF INFOR- 


MATION. These Rights and Freedoms. 
Pp. 214. Lake Success: Distributed by 
Columbia University Press, 1950. $1.50. 


This useful little book is a report on 
progress, in the endeavor of the United 
Nations to carry out one of the main pur- 
poses declared in Article 1 of the Charter: 
“To achieve international co-operation . . . 


. in promoting and encouraging respect for 


human rights and for fundamental free- 
doms for all without distinction as to race, 
sex, language, or religion.” 

The ordinary reader does not readily lay 
his hands on important United Nations 
documents. So it is particularly helpful 
to find in the Appendix the complete text 
of the Universal Declaration of Human 
Rights, in effect since 1948; the Conven- 
tion (treaty) on the Prevention and Pun- 
ishment of the Crime of Genocide, now 
before the Senate for ratification; the Con- 
vention on the International Transmission 
of News and the Right of Correction, 
which grew out of the Geneva 1948 World 
Conference on Freedom of Information; 
and the two Conventions, recently adopted 
by the International Labor Organization, 
concerning Freedom of Association and 
Protection of the Right to Organize, and 
the Application of the Principles of the 
Right to Organize and to Bargain Collec- 
tively. There is also a résumé of decisions 
of U.N. organs in connection with the Dec- 
laration and the human rights provisions 
of the Charter; and a bibliography of the 
principal U.N. documents bearing on spe- 
cific aspects of human rights. 

The text comprises fifteen chapters of 
running commentary of different activities 
in the field of human rights. It is neces- 
sarily somewhat colorless because the book 
comes from the Secretariat, which has to 
be careful not to take sides on controversial 
issues. Chapter I, Introduction, summa- 
rizes the ways in which the protection of 
human rights, which was once solely the 
concern of each nation in isolation, is be- 
coming an international responsibility as 
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well. Chapter II narrates the early ses- 
sions of the Human Rights Commission, 
and outlines the program then adopted. 
The Economic and Social Council had 
given an international bill of rights top 
priority. The Commission split this task 
into a Declaration, which should state 
ideals, and a Covenant (or treaty) which 
should be legally binding on the nations 
signing it. 

The Declaration is summarized in Chap- 
ter IIT and analyzed in detail in Chapter 
IV, which is very valuable. Every article 
is examined in turn, and the successive 
stages of its formulation are set forth. 

The Draft Covenant is discussed in Chap- 
ter V, rather too briefly. Although not yet 
finished, it is already the subject of bitter 
controversies in this country. A fuller ex- 
position might counteract some of the per- 
sistent misrepresentations of this proposed 
treaty. The freedom of information ar- 
ticle in the Covenant receives an entire 
chapter (VI). The reviewer, as an active 
participant in the Sub-Commission at Lake 
Success and the Conference at Geneva, en- 
joyed an innocent bystander’s story of the 
fighting. 

Several specialized subjects appear in 
Chapter VII, Prevention of Discrimina- 
tion and Protection of Minorities; Chapter 
VII, Equal Rights for Women; Chapter 
IX, Refugees, Displaced and Stateless Per- 
sons; and Chapter X, on the Genocide 
Convention. 

Then come three chapters on labor prob- 
lems—-XI, Trade Union Rights (Freedom 

.of Association); XII on the provocatory 
issue of Forced Labor, which the Soviet 
delegate in'the Economic and Social Coun- 
cil denounced as a hue and cry raised by 
the United States “to divert the attention 
of the working masses in capitalist coun- 
tries from their own miserable status;” and 
XIU, Slavery, happily short. 

After Chapter XIV on the Trusteeship 
System and Non-self-governing Territories, 
the final chapter, Conclusion, ends with the 

. well-justified hope “that this little book 
will provide some useful material for them 
who believe that the promotion of human 
rights is everybody’s business.” 

A few omissions might be remedied. 
The somewhat unimpressive paraphrase of 
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the Charter provisions on human rights 
could desirably be replaced by the actual 
text, which would knock out the repeated 
assertions of some American lawyers that 
the sole purpose of the United Nations is 
to keep the peace. The Covenant on Hu- 
man Rights is so important that the latest 
draft ought to be reprinted in the Ap- 
pendix. In analyzing the Declaration ar- 
ticle on freedom of expression (9), men- 
tion should be made of the drafts made in 
the Sub-Commission and the Geneva Con- 
ference. Those bodies avoided the bar- 
barous word “media,” which disfigures the 
Article in its final form. 

The requirement of complete impartiality 
prevents any regrets for particular actions 
by U.N. bodies, or any evaluation of the 
comparative value of different documents. 
For example, the most important product 
of the Geneva Conference was the Con- 
vention on the International Transmission 
of News and the Right of Correction, 
which would make it easier for foreign cor- 
respondents to get into a country and work 
there efficiently. This eminently practical 
treaty is all finished and would promote 
the flow of news between any two countries 
signing it in 1950. Yet the General As- 
sembly has refused to open it for signatures 
(pp. 104, 182n) unless final action has 
been taken on another treaty, which is a 
wasteful and perplexing duplication of the 
free-press article in the Covenant. The 
book mentions the Assembly decision, but 
cannot call it the grave mistake it was. 

This book is good so far as it goes, but 
it cannot go very far. This handicap of 
impartiality and the fact that it was writ- 
ten for readers all over the world prevent 
it from answering many questions which 
are worrying people in the United States. 
Consequently, a different sort of book is 
badly needed in this:country. It would 
take these same U.N. documents and com- 
ment on them in the scholarly spirit which 
would be devoted to a constitution or an 
important statute. It would discuss their 


effect in the United States without forget- 


ting their value for freedom elsewhere. It 
would take full account of adverse criti- 
cisms and charges of unconstitutionality in 
some quarters of the bench and bar, and 
would try to see how much these are 
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worth. Frequently, critics insist that the 
U.N. should have reproduced our own Bill 
of Rights or at any rate made different 
documents than these. By explaining the 
special obstacles which a treaty on human 
rights has to overcome, this needed com- 
mentary might concentrate American at- 
tention on genuine problems of the Cove- 
nant instead of on bogey-men. 
Z. CHAFEE, JR. 
Harvard University Law School 


Unitep Nations, DEPARTMENT OF SOCIAL 
AFFAIRS. Freedom of Information—A 
Compilation, Vol. I: “Comments of Gov- 

‘ernments.” Pp. xii, 271. Lake Success, 

N. Y.: Columbia University Press dis- 

tributors, 1950. $3.50, 

The first volume of a two-volume work 
which is being issued by the Department 
of Social Affairs of the Secretariat of the 
United Nations contains the answers of 
thirty-three governments to a series of 
questions regarding freedom of informa- 
tion within the territories of the respective 
governments. When published, the second 
volume will supplement the first with 
relevant articles of constitutions, official 
regulations, and judicial decisions. 

Together the two volumes will constitute 
a useful work of reference. The questions, 
which were derived from the provisional 
agenda of the United Nations Conference 
on Freedom of Information (Geneva, 
March-April, 1948), are searching and in- 
clusive. They are designed to probe deeply 
into the precise legal status of media of 
information, the possibilities for suspend- 
ing or suppressing such media, conditions 
affecting the gathering and transmission of 
information (both domestically and inter- 
nationally), and measures designed to im- 
prove information or counteract false in- 
formation. 


But questions, however searching their 


intent may be, can be evaded, parried, or 
even answered falsely, Nor does a knowl- 
edge of relevant laws and official regula- 
tions necessarily give one a realistic pic- 
ture of actual conditions. The answers 
submitted by the government of Argentina 
give no inkling of that government’s cur- 
tailment of newsprint nor of other devices 
which it uses for bludgeoning an independ- 
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ent press into a submissive role. There is 
no intimation in the Czechoslovak report 
that a recalcitrant editor can be effectively 
controlled through his ration card. 

Most of the governments which elected 
to answer the questions, however, subscribe 
sincerely to the principle of free informa- 
tion as it is defined in the Western, demo- 
cratic tradition. Of the Soviet “bloc,” 
only Czechoslovakia responded; Czecho- 
slovak answers are based on the legal 
situation prior to the adoption of the new 
constitution of May 9, 1948, but the ap- 
plicable portions of the new constitution 
will be given in Vol. II. Perhaps the chief 
value of the publication lies in the oppor- 
tunity it affords for close study of differ- 
ences in the legal approaches, attitudes, and 
interpretations among those governments 
which are genuinely desirous of promoting 
the flow of free information. Entirely 
aside from the gulf which separates the 
communist-totalitarian from the democratic 
interpretation, these differences are numer- 
ous and real. An understanding of them is 
basic to progress in advancing the cause of 
international good will. 

Joserm J. MATHEWS 

Emory University 


INTERNATIONAL LABOUR Orrice. Report 
of the Director-General, International 
Labour Conference, Thirty-third Ses- 
sion, Geneva, 1950. Pp. v, 151. Geneva 
and Washington, 1950. $1.00. 

As has become the practice, the Report 
which the Director-General of the Inter- 
national Labour Office submits to the In-. 
ternational Labour Conference is a com- 
pendium of current labor problems in the 
world. On some 150 pages Mr. David 
Morse, former Acting-Secretary of the 
United States Department of Labor, deals 
with a wide range of subjects, some briefly 
mentioned, some discussed at greater 
length, which have some bearing upon the 
activities of the ILO. This is the second 
Report which carries Mr. Morse’s signa- 
ture and it is not too difficult to discern 
his guiding spirit. 

Forty pages are devoted to a discussion 
of “The economic background,” as good a 
brief survey of world economic develop- 
ments in 1949 as can be found anywhere. 
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It contains also a few interesting policy 
proposals, not necessarily original but 
worth repeating, such as a suggestion that 
the European dollar gap could be over- 
come if the United States (and Canada) 
were to give long-term loans to underde- 
veloped countries. If these loans could be 
freely used to buy capital equipment from 
Europe (as well as from the dollar coun- 
tries), a good part of the European dollar- 
shortage would be eliminated. This, how- 
ever, would require that Western European 
industrial production have a competitive 
advantage over U. S. production which 
makes imperative a tremendous advance in 
the productivity of labor in Western Eu- 
rope. 

The question of how to increase the pro- 
ductivity of labor thus forms the core of 
the report. There are no unusual features 
in the presentation which follows roughly 
the pattern of analysis that might be found 
in Hicks’ “The Social Framework.” Never- 
theless, the report contains a good deal of 
significant material. Thus there are a 
great many references to Dr. Rostas’ re- 
cent productivity studies, to insight ob- 
tained at the Regional Conferences of the 
ILO and a very interesting discussion of 
the relationship between job security and 
maximum productivity. : 

A chapter entitled “Trends in Social 
Policy” gives a rapid survey of activities 
in.the countries affiliated with the ILO on 
such matters as manpower problems, wage 
policy, housing, and agricultural Jabor—to 
name only a few of the many sections into 
which the chapter is divided. 

Finally, the report deals with the Activi- 
ties of the ILO during 1949. Under Mr. 
Morse’s direction the ILO, in the past a 
pure research organization, has added op- 
erational tasks to its program. The em- 
phasis in this field lies upon technical as- 
sistance for economic development within 
the framework of the United Nations pro- 
gram. In addition, the ILO has sent a 
number of advisory missions to different 
countries to assist, for instance, in the es- 
tablishment of a national employment serv- 
ice. Finally, co-operation of the ILO with 
various international organizations is in the 
preparatory stage. i 

The Report will prove of high value 
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to anyone interested in international labor 
problems. ADOLF STURMTHAL 
Bard College 


Kase, TosHIKAzU. Journey to the Mis- 
souri. Pp. xiv, 282. New Haven: Yale 
University Press, 1950. $4.00. 

Students and laymen alike will enjoy and 
profit appreciably from the reading of this 
book, which traces the dualistic diplomacy 
and military strategy of Japan from the 
attack upon Mukden in 1931 to the hu- 
miliation of V-J Day in 1945. Mr. Kase 


_ contributes to our knowledge and under- 


standing from his long experience in the 
Japanese foreign office. Moreover, he writes 
in idiomatic English, with a sense of the 
drama of events that lends something of 
the character of a realistic novel to his 
work. The treatment is chronological, 
marred by a tendency to back and fill 


_ somewhat repetitiously. 


The author is thoroughly Japanese, 
deeply sympathetic with his own people 
and concerned to give due, sometimes un- 
due, weight to factors in their situation 
that seemed to justify Japan’s foreign 
policy. But he is strongly anti-militarist 
and internationalist. He blames the mili- 
tary leaders for the policy of aggrandize- 
ment and consistently excuses the diplo- 
mats, while identifying individuals among 
the former who were pacific, others among 
the latter who were bellicose. The ascend- 
ancy of the military is ascribed to the 
menace of Western imperialism as it had 
been observed in China and felt in Japan. 
Kase gives no credit to the political parties 
as instruments of liberalism; indeed he 
gives them slight attention. Of democracy 
he says that it “flourished for a- while 
[after World War I] and then passed 
away... .” This indifference to the par- 
ties, the hall-mark of the bureaucrat, leaves 
a gap in the narrative. 

Too little effort is devoted to explaining 
the rapid rise of militarism in the nineteen- 
thirties, though the several violent inci- 
dents that reflected it are frankly described. 
Thereafter the account is more complete, 
the interpretation more significant. Events 
in Europe are neatly interwoven to show 
relationships with developments in the Pa- 
cific. Most valuable light is thrown upon 
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Russia’s maneuvers. Revealing vignettes 
of Japanese personalities—and incidentally 
‘of Mr. Kase—are especially interesting. 
Great emphasis is placed upon the struggle 
of certain youngér bureaucrats—Mr. Kase 
among them—to énd the war. Kase is not 
self-effacing. He. wrote in his diary in 
1945: “The preservation of my father- 
land, that is the paramount task assigned 
to me by fate.” But he maintains that 
Foreign Minister Shigemitsu began to work 
for peace in April 1943. Unfortunately he 
had to be so subtle in his methods that 
they were misunderstood and ineffectual. 
The book adds importantly to our data 
upon the workings of the Japanese gov- 
ernment: the role of the senior statesmen, 
the supreme war council, and the Emperor 
—by custom a “dummy” (sic) but the de- 
cisive actor in ending the war. The ex- 
planatory footnotes by Professor David N. 
Rowe, who edited the book, are very help- 
ful. The book’s format exhibits the high 
quality expected from the Yale University 
Press, but the index is of the exasperating 
type that follows a single item with from 
one to fifty page numbers. f 
. HarorD S. QUIGLEY 
University of Minnesota 


WHITE, JOHN ALBERT. The Siberian In- 
tervention. Pp. xii, 471. Princeton: 
Princeton University Press, 1950. $6.00. 
It has long been recognized that part of 

the poison in the relations between Soviet 

Russia and the Western powers was sup- 

plied by the Allied intervention which be- 

gan in 1918 and continued as a collective 

. enterprise for two years, with the Japanese 

partner hanging on in the Far East for sev- 

eral more years. It is also generally con- 
ceded that the net effect of this venture, 
in which Great Britain, France, Japan, the 

United States, and the Czech Legion all 

took part, was to drive large numbers of 

Russians who had previously had little or 

nothing in common with Bolshevism into 

the arms of the Soviet as the only alterna- 
tive to foreign spoliation through domestic 
puppets. 

The present study in no way unsettles 
these general conclusions. Here the sordid 
aspects of intervention are laid bare, not 
only in the case of a power whose imperi- 
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alism has been as well advertised as Ja- 
pan’s, but also in the case of Great Britain 
and France, where concern for investments 
mingled with rage at thépeace offensive 
unloosed by Bolshevism. The author 
brings out how the interventionist powers 
worked at cross purposes, the English and 
French striving to create around Kolchak 
an all-Russian regime that would be amen- 
able to their will at the same time that the 
Japanese through their puppet Seniénov 
were obstructing this effort as a block to 
their ambitions in Eastern Siberia, while 
the United States had joined in partly to 
act as a brake upon Japan. The author is 
fully justified in depicting Kolchak as an 
instrument of British policy, with very 
little appeal to the Russian people in the 
beginning and none at all at the end. He 
might have laid more emphasis on the fact 
that Bolshevism, also, enjoyed little sup- 
port in Siberia until the excesses of the - 
White regime needled many into casting 
their lot with the other side in what was 
essentially a war of minorities. 

The Far Eastern phase of intervention 
claims the major share of attention, but, 
developments in Western Siberia and in 
the country.as a whole are also considered. 
‘The author’s treatment of the general set- 
ting and the background of imperialism in 
the Far East might perhaps have gained in 
suspense and clarity had a chronological 
plan been adopted instead of one which 
requires him to pursue one thread to the 
end and then come back to pick up another. 
The study is based on careful 'and exhaus- 
tive research. Archival materials in the 
possession of the Hoover Library have been 
extensively used, and of special value to 
the American reader is that in constructing 
his narrative Mr. White has drawn upon 
numerous sources in the Russian language 
and upon some in Japanese. 

. Orrver H. RADKEY 

University of Texas l 


AMERICAN GOVERNMENT, 
HISTORY, LAW, AND — 
POLITICAL THEORY 


Huzar, Extras. The Purse and the Sword: 
Control of the Army by Congress 
Through Military Appropriations 1933- 
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1950. Pp. xiv, 417. Ithaca, New York: 
Cornell University Press, 1950. $4.50. 


What little meat there is in this volume 
is contained in the final chapter, “Toward 
a Tighter Purse and a Sharper Sword.” 
Here the author urges that Congress take 
more of a hand in shaping the military 
policy of the United States. Because this 
has been done to some extent in the past 
through the medium of appropriation bills 
he advocates that the appropriation com- 
mittees deal more with general policies and 
less with “costs and details.” 

The extent to which Congress and the 
Executive should be respectively respon- 
sible for broad military policy, entwined 
as it is with foreign affairs and national 
economy, is a subject on which there never 
can be, and perhaps never should be, com- 
plete agreement under our system of a gov- 
ernment of checks and balances. The au- 
thor tends to mix this controversy with the 
settled doctrine of the subordination of 
military to civil power. This is accom- 
plished by civilian top executives as well as 
by Congress and has never been questioned 
in this country except by the egotism of 
George B. McClellan. Nevertheless it is 
still a favorite straw man of demagogues. 

Essentially however this book is a trea- 
tise on how Congress can best improve the 
exercise of its constitutional function to 
raise and support armies. If as advocated 
“the Appropriation Committees should 
raise their sights” and “concéntrate on the 
larger issues of program and policy” they 
would still further overlap the Armed 
Services Committees. Only cursory atten- 

_ tion is paid in this study to the role of the 
latter. 

One cannot question such truisms as 
“The remedy for most management prob- 
lems is affirmative administration rather 
than negative legislation,” or “The pro- 
curement of more defense for less money 
is a cooperative enterprise.” Whether the 
proposed additional staff for the Appro- 
priations Committees would promote such 
ends is—the author says—doubted by many 
congressmen. They may be right. 

Outside of the final chapter the book con- 
sists largely of excerpts from appropriation 
committee hearings tied together under 
chapter headings such as, “Military Budg- 
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ets and Military Appropriations,” ‘“Mili- 
tary Appropriations and Military Policy,” 
“Military Appropriations and Military Ad- 
ministration,” and “Legislative Control and 
Administrative Discretion.” After wading 
through some three hundred pages of this 
the only big picture emerging is that Con- 
gress gives blank checks to the military in 
wartime and is watchful to penurious in 
peacetime. This most informed persons 
already know. 

Eustace M. Perxorro 

Brigadier General U.S.A. Ret. 

Washington, D. C. 


GALLION, ARTHUR B., in collaboration with 
Suson Eisner. The Urban Pattern: 
City Planning. and Design. Pp. xi, 446. 
New York: D. Van Nostrand Company, 
Inc., 1950. $12.00 trade; $9.00 text. 


Dean Gallion of the School of Architec- 
ture of the University of Southern Cali- 
fornia is of the generation which began its 
professional work in the exciting atmos- 
phere of the first governmental efforts to 
provide housing for low-income families, 
and ever since he was a young planner in 
the Housing Division of the Public Works 
Administration he has fought for better- 
ment of communities, in public action as 
well as in his teaching. His co-author is an 
able technician on the staff of the Los An- 
geles Community Redevelopment Commis- 
sion. Together they have undertaken to 
write a text on urbanism. They begin with 
the inevitable section ’on “The City of the 
Past,” then trace the effects of the indus- 
trial revolution,. describe the anarchy of 
the city of today, indicate the inadequacy 
of present-day tools like zoning, show the 
best thinking in “Contemporary Standards” 
and their application, and end with a vista 
of “New Horizons.” They shatter some 
current slogans in a little chapter, “Plati- 
tudes.” They seek to expound “The Plan- 
ning Process” in a section on the legal 
foundations, the master plan, and the sub- 
division of land. The book is replete with 
a superb collection of maps, plans, and 
photographs which must have cost the au- 
thors endless effort to collect. 

I wish I could say that this is the long- 
awaited volume that synthesizes history, 
philosophy, esthetics, design, economics, 
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law, government, and sociology as they 
bear on the planning of cities. The au- 
thors have indeed sought to cover all these 
subjects, but they have gone far out of 
their depth. One does not provide the his- 
torical and political base for the form of 
the Greek and Roman cities by quoting 
paragraphs from hornbooks of classical 
history. 

The section on “The Legal Foundation” 
is altogether inadequate and confused. The 
use of the police power to put perfectly 
proper uses in their proper place through 
zoning cannot be derived from the com- 
mon law doctrine of nuisance. Restrictive 
covenants are not an exercise of the police 
power. The licensing of subdividers, far 
from being “one of the first steps taken in 
some states for the control of subdivisions,” 
has only been talked about in most places, 
enacted in one state, and never put into 
effect. 

To say that “not until recent years did 
... [land] become a speculative com- 
modity” is to.misread American history as 
expounded twenty-five years ago in Mum- 
ford’s Sticks and Stones; especially the 
history of California from Spanish times. 
The detailed exposition of Federal financ- 
ing under the United States Housing Act 
fails to reveal the real triumph of financial 
strategy: getting Wall Street to put up the 
money at rates lower than those provided 
by the Federal Government. Far from 
being “welcomed by financial institutions,” 
the Federal Housing Administration spent 
its early years trying to persuade conserva- 
tive, traditional lenders to contemplate an 
80 per cent mortgage, even if insured by 
the United States Government. 

The garden city is identified with Tony 
Garnier, a much neglected pioneer (p. 
384); although the ndme of Ebenezer 
Howard, the father of the garden city, ap- 
pears in the index for that page, it does 
not appear in the text. ` : 

Names are frequently misspelled: Round- 
tree for Rowntree (p. 72), Aronovicci for 
Aronovici (p. 252), Reinstein for Rhein- 
stein (p. 342), Foucquet for Fouquet (p. 
45); and a book by Julian Huxley is at- 
tributed to his brother, Aldous (p, 432). 

If I were to guess wherein the able au- 
thors have been so misled on matters out- 
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side their own professional competence, I 
should hazard that they have relied too 
much on a file of clippings from architec- 
tural journals as sources of information on 
legal cases and other matters. Perhaps the 
same remoteness from better sources has 
led them to present Le Corbusier’s plans 
for the rebuilding of St.-Dié in the Vosges 
as an actuality. His proposals, which he 
expounded in a lecture tour of the United 
States, were entirely gratuitous; the Min- 
istry of Reconstruction has fostered the re- 
building under a more conventional plan 
more acceptable to the inhabitants. 

Given the competence and vision of the 
authors, the conclusion seems to be that 
the writing of an all-encompassing book on 
urbanism cannot be the. task of architects 
and engineers alone. Men of other related 
disciplines must be involved. Indeed, some 
help from an experienced writer would 
tend to eliminate the twenty-two confusing 
metaphors on a single page (p. 336). 

` CHARLES S. ASCHER 
Brooklyn College 


ANDERSON, WILLIAM, and Epwarp W. 
Wewner (Eds.). “Intergovernmental 
Relations in the United States Research 
Monographs.” Minneapolis: University 
of Minnesota Press, 1950. 


TALBOTT, Forrest. Intergovernmental Re- 
lations and the Courts. Monograph No. 
1. Pp. xi, 148. $3.00. 


Gomez, R. A. Intergovernmenial Relations 
in Highways. Monograph No. 2. Pp. 
vii, 123. $2.50. 


Moran, Rosert L. Intergovernmental 
Relations in Education. Monograph No. 
3. Pp. xi, 220. $3.50. 


Ernst Reuter, the energetic but harrassed 
mayor of Berlin, is described in a recent 
issue of The New Yorker as being im- 
pressed by the welter of intergovernmental 
relationships in the United States. But 
such a variety of arrangements seems to 
him too expensive for Germany, which, the 
reader supposes, is too poor to settle its 
problems of governmental organization by 
compromise arrangements in which no one 
ever loses out entirely. Anyone with an 
overwhelming passion for a neat and uni- 
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form ordering of -intergovernmental ties 
should be prepared to find in these detailed 
descriptions. of the facts of life in Minne- 
sota a severe challenge to his views. 

The studies here reviewed are, in their 
order of listing, the first three of a series 
generally titled “Intergovernmental Rela- 
tions in the United States as Observed in 
the State of Minnesota,” being prepared 
under the direction of William Anderson 
and Edward W. Weidner. 
Introduction to the Series” contained in 
the first volume, Professors Anderson and 
Weidner indicate that they embarked upon 
this ambitious project partly because of 
the considerable importance of the subject 
at the present time and partly because it 
represented untilled area. The three stud- 
ies here are intended to be primarily de- 
scriptive, not critical. 

They are, in fact, principally descriptive 
and this description is most thorough. An 
attempt has been made—with success—to 
include not only the legal and fiscal frame- 
work, but to show the actual workings of 
a complicated set of formal and informal 
procedures and to secure expressions of 
opinion from the men and women caught 
up in those procedures. I thought the 
studies did not entirely escape.the tempta- 
tion to dwell too greatly on the formal and 
the legal at the expense of the informal, 
but I think it must be admitted the in- 
formality and reality of actual perform- 

„ance cannot be readily caught except in 
case studies, which these authors could not 
undertake here. At the same time, the au- 
thors have not generally avoided issues. 
Tensions, such as those occasionally exist- 
ing between vocational and general educa- 
tion, are described, although, I felt, some- 
times too briefly. Generally speaking, pro- 
posals for the resolution of such tensions 
are not within the scope of these volumes. 
The studies dealing with highways and edu- 
cation, although bringing together a very 
considerable detail, travel a road which 
will look familiar enough to most students 
of government. This is less true of the 
volume on the courts, the subject matter 
and treatment of which are in newer terri- 

_tory. We must, however, await the full 
series before asking whether our intergov- 
emmental ties are as needlessly complex 
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and overdeveloped as they seem to appear 
to our foreign contemporaries. 
Lee S. GREENE 
Syracuse University 


Jensen, Merritt. The New Nation: A 
History of the United States During the 
Confederation, 1781-1789. Pp. xviii, 433, 
xi. New York: Alfred A. Knopf, 1950. 
$5.00. 

Students of American history 1775-1789 
have long realized that the full import of 
those years for later American institutional 
history has never been brought into clear 
focus. The late Edmund C. Burnett, the 
scholarly editor of Letters of Members of 
the Continental Congress, probably appreci- 
ated this fact more keenly than anyone 
else, and in his prefaces to the volumes of 
the Letters, and more particularly in his 
discerning book, The Continental Congress, 
did much to correct misunderstandings of 
the period. In a book on the Articles of 
Confederation published in 1940, the au- 
thor of the work under review likewise 
helped to clear up certain misconceptions 
of the period, notable among these being 
the reasons back of Maryland’s delay in 
ratifying the Articles of Confederation. 

The thesis of the present book is that 
the Confederation years were not as “criti- 
cal” as John Fiske and some later writers 
believed, and Mr. Jensen marshals im- 
pressive evidence in support of his view. 
The Confederation government was not 
coming apart at every joint, nor were the 
years of its existence ones of economic and 
political chaos leading to certain ruin but 
for the wisdom of the “nationalists” who 
brought into existence a new constitution. 
Recovery from the postwar depression had 
come about to a large extent prior to 1787. 
A government that successfully concluded 
the War of Independence, negotiated the 
great peace settlement of 1783, and drafted 
the Ordinance of 1787 for the Northwest. 
Territory—to mention only a few of its 
accomplishments—was hardly, the impotent 
and despicable government some writers 
have pictured it as having been. 

Mr. Jensen finds that the Confederation 
period was, in the main, one of optimism 
and of constructive economic and cultural 
achievement. He says that “there is noth- 
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ing in the knowable facts to support the 
ancient myth of idle ships, stagnant com- 
merce, and bankrupt merchants in the new 
nation.” He insists, too, that interstate 
“trade barriers” of the 1780s have been 
much overemphasized and were actually 
insignificant as compared with the inter- 
state trade barriers erected in the twen- 
tieth-century United States. As he sees it, 
not trade barriers, but “reciprocity between 
state and state” was the characteristic fea- 
ture of interstate trade relations by the 
close of 1787. 

A skillful synthesis of a vast amount of 
monographic literature, supplemented by 
research in newspapers, manuscripts, and 
other sources, Mr. Jensen has written ‘an 
economic, social, and constitutional history 
of Confederation America that doubtless 
will become required reading for all seri- 
ous students of the period. 

Jennincs B. SANDERS 

Kensington, Maryland 


Stampp, KennetH M. And the War 
Came: The North and the Secession 
Crisis, 1860-1861. Baton Rouge: Louisi- 
ana State University Press, 1950. $4.50. 


The scope of the author’s treatment is 
such as to preclude any attempt to ex- 
amine the propaganda, political and other- 
wise, which resulted in secession of the 
states of the lower South, but the view is 
accepted that the existence of Negro slav- 


ery and of clashing economic interests was _ 


sufficient to produce enduring and irrepres- 
sible antagonism between North and South. 

In tracing Northern reaction to seces- 
sion, the author, with much documenta- 
tion, examines finely-spun constitutional 
theories, the first Fort Sumter crisis, the 
character of compromise movements, the 
varicolored strands that entered into North- 
ern sentiment for the Union, and, finally, 
the last Fort Sumter. crisis. 

Professor Stampp establishes rather con- 
vincingly thegview that the large majority 
of Northerners did not accept the idea of 
peaceable separation, even if some enter- 
tained such an idea in the early stages of 
the secession movement. His analysis as 
to why the dominant numerical section was 
willing to fight for the Union is more pene- 
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trating than the reviewer has found any- 
where else. Into that willingness entered 
economic, moral, political, and .psychologi- 
cal factors, some ideal and some not, but 
all together generally conceived of in the 
North as constituting the “national inter- 
est.” 

James Buchanan is protrayed in a very 
favorable light, Seward in an unfavorable 
one. The former’s policy in the Fort 
Sumter matter showed him to be a Union- 
ist, despite his Southern sympathies before 
1861.. There is presented strong evidence 
that, after the firing on the Star of the 
West, much sentiment, notably among Re- 
publicans,’ existed in favor of the Pres- 
ident’s either sending another reinforcement 
expedition to Fort Sumter or attempting 
to retake the forts taken over by seces- 
sionists (pp. 84-96). This evidence, how- 
ever, is scarcely in harmony with the state- 
ment (p. 110) that previous to February 
“a few [Republicans] might have hoped to 
force a showdown while Buchanan was still 
President.” 

The analysis of compromise movements 
is less satisfactory than that of anti-seces- 
sion currents. Insufficient attention is paid 
to compromise sentiment in the eight slave 
states, all still in the Union until after the 
firing on Fort Sumter. Had they all been 
kept in the Union by conciliation, as many 
Northerners sincerely hoped, the attitude 
of the seceded states might not have re- 
mained so adamant. Though the author | 
holds that compromise proposals were su- 
perficial and hollow, he does express the 
view that “possibly most Northerners would 
have agreed to the re-establishment of the 
Missouri Compromise line in existing ter- 
ritories (pp. 155-166).” 

Lincoln’s Fort Sumter policy is regarded 
as confused, but as the culminating climax 
to a generation of controversy. 

The monograph is written in pleasing 
style, is remarkably free from errors, and 
has a carefully prepared index. 

Henry H. Simms 

Ohio State University 


Wisa, Harvey. Society and Thought in 
America. Vol. I: Society and Thought in 
Early America; a Social and Intellectual 
History of the American People Through 


? 
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1865. Pp. xii, 612. New York: Long- 

mans, Green and Co., 1950. $4.75. 

The work under review is the first vol- 
ume of a larger project in which its author 
apparently intends to survey the whole 
history of society and thought in America. 
His objective, as indicated in the Preface, 
is to substitute accurate history for ready- 
made formulas and myths, to emphasize 
cultural borrowings from Europe as cor- 
rective to interpretations which -stress the 
uniqueness of American experience, and 
above all adequately to interweave institu- 
tional and intellectual history. The author 
does, indeed, avoid facile generalizations 
about the course and the nature of our 

. culture. He presents instead a vast welter 
of ill-organized facts which, while often 
revealing interesting facets of American 
life, could, like the somewhat random col- 
lection of photographs which illustrate the 
book, be accepted as a creative interpreta- 
tion of the course of American culture only 
on the assumption that it was the author’s 
deliberate attempt to reveal the contem- 
poraneously confusing variety of activities 
and aspirations which marked the first two 
and a half centuries of the American ad- 
venture. The heritage and the borrowings 
from Europe are duly stressed in all their 
variety. Their relative importance and the 
sea changes they suffered are by no means 
made clear. Intellectual and institutional 
history at times intermix, though they are 
never integrated. More generally, what is 
today often called social history, that is, 
day by day activities of men in town and 
country, precedes accounts of their think- 
ing and their artistic and literary creativity. 
The latter indeed are made to float around 
in, and in some sense color, the stream of 
life, but only at the expense of clear analy- 
sis of their, content and of critical judg- 
ment of their worth. Open any page and 
several facts will dart out at one. They 
are often facts not found in a straight 
history, facts which capture interest or pro- 
voke thought. But, as a whole, the book 
is unreadable. The attempt to follow the 
author as he darts from topic to topic and 
place to place, often with an uncertain 
chronology, results in acute mental indiges- 
tion. It is the present reviewer’s hope that 
Professor Wish, before he presents his 
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second volume, will first digest and reflect 
on the vast volume of material which he 
obviously possesses but in whose use he is 
not at present master. 
Tuomas I. Coox . 
Johns Hopkins University 


Jacoss, WitpuR R. Diplomacy and Indian 
Gifts: Anglo-French Rivalry Along the 
Ohio and Northwest Frontiers, 1748- 
1763. Pp. 208. Stanford, California: 
Stanford University Press, 1950. $5.00. 
This’ is a scholarly discussion of Anglo- 

French-Indian relations during the critical 
period of 1748-1763 in so far as these rela- 
tions were affected by presents to the 
natives from the whites. It embodies the 
results of seven years of careful research 
into a voluminous collection of source 
materials, In this work it is clearly shown 
that the exchange of gifts was a custom 
observed by the various Indian tribes in 
their dealings with each other. The French 
and English colonists made use of this cus- 
tom in their relations with the natives. 
Gifts were helpful not only because of their 
intrinsic value, but also because they were 
accepted as tokens of friendship. Accord- 
ingly, presents were given and received in 
forming and cementing alliances between 
the whites and the red men. This practice, 
therefore, played a leading role in the 
struggle between the French and the Eng- 
lish for supremacy in North America. The 
support of Indian allies was a significant 
factor in the colonial wars. They served 
as indispensable guides through the un- 
charted primeval forests and gave valuable 
aid in battle. The author points out, with 
a considerable show of reason, that the lack 
of adequate Indian support was an im- 
portant cause of Braddock’s defeat. The 
British general had only eight Indian scouts 
and was therefore not able to gain sufficient 
information as to the position and strength 
of the enemy. The French commander, on 
the other hand, was supported by a large 
number of Indians. 

The exchange of presents was usually a 
one-sided transaction. The Indians would 
make small gifts and expect large ones in 
return. Wampum was an important article 
used in the exchange of presents. The 
Indians attached a mystic significance to 
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wampum which the Europeans never fully 
understood. Food also held a high place 
in the list of presents, which included a 
wide variety of articles in use among Euro- 
peans; but the gifts most highly prized by 
the natives were alcoholic liquors. The 
white traders made the most of this weak- 
ness and thus aided and abetted the abuse 
of these beverages to the serious detriment 
of the Indians. 

This work is a real contribution to our 
knowledge of Anglo-French-Indian relations 
and will thus be welcomed by the specialists 
in this field. The general reader, however, 
will probably feel that it is overloaded with 
detail, in some places to the point of being 
tedious. The book would have been more 
readable and just as useful if the narrative 
had been more interpretative and less fac- 
tual. 

: O. P. Currwoop 
John B. Stetson University 


BARCK, OSCAR THEODORE, JR., WALTER L. 
WAKEFIELD, and HUGH TALMAGE LEFLER. 
The United States: A Survey of National 
Development. Pp. x, 1079. New York: 
The Ronald Press, 1950. $6.00. 

This is a single volume text in American 
History, with no particular thesis. The 
chronological balance is the traditional one: 
the Revolution comes about one-fifth of the 
way through the book and Reconstruction 
about one-half. Straightforward in expres- 
sion, it asks few ultimate questions and 
scarcely strives for fne writing. Contro- 
versial matters, such as the causes of the 
Civil War, entry of the United States into 
the League of Nations, or evaluation of the 
New Deal, are handled gingerly. The au- 
thors rely on the material presented for 
stimulus, and sometimes it is stimulating, 
but they could add to the reader’s feeling 
for the drama of history by suggesting 
more interpretations, pointing to underly- 
ing relationships, or erecting signposts to 
relevance in the present. Its tone is coolly 
humane. 

Most texts in this field, it seems to this 
reviewer, miss giving the reader an under- 
standing of American experience as part of 
Western Civilization. In this volume the 
authors have attempted to give the “ever- 
developing role of the United States in 
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world affairs” broader scope than usual, and 
especially in the later chapters they have 


-done so. Yet, even here, in presenting the 


initiative and referendum (p. 679), no 
suggestion is made that they are not orig- 
inal with the United States. The presenta- 
tion of the growth of democracy in the 
Jacksonian period gives the impression 
democracy was an American invention, as’ 
if most of the rest of the Western World 
were not going through a parallel experi- 
ence sometime in the 19th century. Sim- 
ilarly the Industrial Revolution and the 
trend to imperialism are treated as if they 
were almost unique phenomena of Amer- 
ican life. We need to be forcefully re- 
minded that American history is part of a 
greater whole. - 

Of Hamilton, wouldn’t it be more ac- 
curate to say, he preferred monarchy to 
“republican institutions’ (p. 220)? Of 
Henry George’s Single Tax, wouldn’t it be 
better to say, its antecedents can be found 
in the ideas of the Physiocrats, Ogilvie, J. 
S. Mill, and others, than simply “the orig- 
inator” was J. S. Mill (p. 578)? Essential 
to an account of the writing of the Con- 
stitution for this reviewer is a discussion 
of how democratic it was intended to be. 

Some of the old maps, though undoubt- 
edly authentic, are partly illegible, and 
some of the new maps and statistical 
tables do not tell their story in a bold 
pattern the eye can readily transmit; but 
the illustrations from old prints and car- 
toons are well chosen and often effective. 

. CARLETON MABEE 

Clarkson College of Technology 


ARNOLD, THurRMAN W., Morris L. 
Ernest, ADOLF A. BERLE, JR., Liovp 
K. GARRISON, and Sir ALFRED ZIM- 
MERN. The Future of Democratic 
Capitalism. Pp. x, 112. Philadelphia: 
University of Pennsylvania Press, 1950. 
$2.00. 

In this brief’ volume, five outstanding 
authorities examine the survival chances 
of America’s present economic and social 


` system. They probe—superficially at times 


—into the compatibility of, and interrela- 
tionships between, capitalism and democ- 


racy. They are agreed, on the whole, that 


while laissez-faire capitalism is a phenom- 
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efion of the past, democratic capitalism of 
the nonisolationist variety is likely to sur- 
vive in this era of ideological warfare. 
Thurman W. Arnold, in true Smithsonian 
fashion, attacks the mercantilistic philos- 
ophy “that a nation could become rich by 
selling without buying, philosophy that is 
still an obsession in American business.” 
He decries the “inability of either goods 
or people to move freely over the area 
which we regard as representing Western 
civilization.” Mr. Arnold suggests that we 
expand the free trade area of the non- 
Communist world so as to provide a huge 
market for the mass production of twen- 
tieth century industrialism. If we do so, 
Mr. Arnold feels, the degree of government 
interference with, and dominance over, the 
economy can be kept to a minimum. 
In perhaps the most incisive chapter of 
. the book, Morris L. Ernst ‘presents an 
eloquent and convincing plea for the pres- 
ervation of civil liberties. While he admits 
that the First Amendment is a gamble, 
based on the faith “that truth will win out 
in a free, open market place of thought,” 
Mr. Ernst feels it is a gamble without 
which a free society cannot survive. Like 
Holmes and Brandeis, he contends that 
truth can prevail only where there is diver- 
sity of thought and where there is no 
monopoly over the mind of man. Mr. 
Ernst is worried because we have today 
only four major’ radio networks and only 
three press associations. He is disturbed 
by the steady decrease in`the number of 
daily and weekly newspapers. He is vehe- 
ment in his denunciation of such ill-advised 
legislation as the Mundt-Nixon-McCarran 
blunderbuss. Mr. Ernsts policy recom- 
mendation is simple: require every publica- 
tion, every group, and every organization to 
disclose its source of financial support. Let 
the public know who is behind a particular 
idea, a particular theory, a particular pro- 
gram. Given disclosure—given the inabil- 
ity of Communists, Nazis, and Klansmen to 
operate like icebergs—Mr. Ernst feels con- 
fident that we can defeat alien ideologies 
without losing our civil liberties. The pro- 
gram he offers is concrete, realistic, and 
democratic and should certainly prove more 
effective than the hysteria-born products 
of the 8ist Congress. 
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A. A. Berle, Jr. in his chapter on cor- 
porations and the modern state, denies that 
there is an antithesis between the large 
corporation and the institution of democ- 
racy. Myr. Berle contends that, while con- 
centration exists, while power exists, and 
while the free market no longer is the con- 
trolling influence it once may have been, 
an inchoate law—enforced by public opin- 
ion—is quietly transforming giant enter- 
prises from private fortune-making con- 
cerns into quasi-public services. He recom- 
mends, therefore, that we rely on the 
self-restraint of large corporations, on the 
one hand, and the controlling power of pub- 
lic opinion, on the other. While Mr. Berle 
admits that no corporation ought to be 
bigger than is necessary for efficiency; while 
he suggests that giant concerns seek the 
greatest decentralization within any given 
unit; while he recommends that the govern- 
ment assume responsibility for assuring 
continuous full employment; he loses sight 
af one basic fact: that collectivism in busi- 
ness almost inevitably results in collec- 
tivism in government—as the sad experi- 
ence of Germany, Italy, and Japan has 
so painfully demonstrated. Mr. Berle seems 
to have forgotten that the Brandeisian 
curse of bigness afflicts business as well as 
government, and that it carries in its wake 
inefficiency, corruption, waste, and eco- 
nomic and political despotism. Mr. Berle 
should hardly have to be reminded that, 
if the Marxian prediction of the inevitable 
cataclysm is to be frustrated, the concen- 
tration of economic power cannot be al- 
lowed to advance any further. In a democ- 
racy, the economic destinies of the people 
should not be determined by an industrial 
oligarchy but by a free competitive market 
offering equal opportunities to any and all 


. comers. 


Concluding the volume are Lloyd K. 
Garrison’s chapter on organized labor in a 
free society and Sir Alfred Zimmern’s chap- 
ter on the international community in a 
peaceful world. Sir Alfred’s essay is a po- 
litical scientist’s blueprint for a more per- 
fect United Nations charter, but is almost 
completely devoid of recommendations con- 
cerning the economic policies which the 
world organization should pursue in order 
to provide a sound underpinning for stable 
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political regimes that can successfully with- 
stand the’ onslaught of Russian imperialism. 
WALTER ADAMS 
Michigan State College 


SCHLESINGER, ARTHUR M. The American 
as Reformer. Pp. xi, 127. Cambridge: 
Harvard University Press, 1950. $2.25. 


At first glance, this engaging study of 
American liberalism in action shows a 
rather abrupt contrast between the easy, 
familiar story of abolitionism and other 
social reforms in its narrative portion and 
the formidable array of bibliography and 
notes which fills the last part of the book. 
Why such mountains of detail to prove 
such obvious points? But a very clear 
stream may be deeper than it looks. As 
Professor Schlesinger states things, they 
seem very simple indeed, and he usually 
selects instances familiar not only to the 
student but also to the general reader. But 
a careful rereading of the little book re- 
veals his conclusions on some very con- 
troversial points. 

Thus, for example, he denies Turner’s 
thesis that reform came chiefly from the 
western frontier (pp. 20-21), discusses the 


effect of federal intervention on the free-. 


dom of the states to act as “laboratories 
of social innovation” (p. 26), attacks the 
“revisionist” view that the Civil War could 
have been averted by more moderation on 
the part of the abolitionists (p. 44), and 
analyzes such concepts as “Americanism” 
and the “welfare state.” He conducts a 
gay, ‘good-natured, and effective polemic 
against obscurantist tendencies in contem- 
porary America; he tells about the man 
who was arrested for subversion, who, pro- 
testing “I am anti-Communist,” received 
the reply, “I don’t care what kind of Com- 
munist you are!”, and he asks the Daugh- 
ters of the American Revolution whether 
they consider themselves descendants of 
revolutionary patriots or of Tory loyalists. 
In a more serious vein, he says that the real 
issue is not social reform, which all parties 
have come to accept in some degree, but 
the purely practical and quantitative ques- 
tion, “To what degree are social services 
a function of the states rather than of the 
general government, and to what extent 
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should private voluntary effort carry the 
burden?” (p. 86). 
Preston SLosson 
University of Michigan 


DumpBavLp, Epwarp. The Declaration of 
Independence and What It Means To- 
day, Pp. xiii, 194. Norman: University 
of Oklahoma Press, 1950. $3.00. 


Familiarity with the historic documents 
of our national life is today a patriotic 
duty, as it has always been a civic virtue. 
In the war of ideas documents come to 
count for so much that some nations 
manufacture them. Ours have grown, have 
survived, and beckon us to their celebration. 
Among all our documents none ranks 
higher than the Declaration of Independ- 
ence. ‘But merely to read it is far from 
guaranteeing’ a full understanding of it. 
It had a very long history in and from the 
English Bill of Rights and a substantial 
history in the evolution of colonial life in 
America. This volume gathers together 
these several documents relevant to our 
own sacred national canon. This is a serv- 
ice at this time. 

The second service of the book is to 
trace in generous perspective the growing 
movement in America for indepéndence, to 
celebrate the persons who contributed most 
to the movement, and to spell out the text 
of the Declaration from the committee ap- 


_ pointed to draft it through the revisions, 


on up to its final adoption. The story of 
the text is itself an interesting one, and it 
is here told in detail but with a sense of 
economy. 

The final service of the book is an 
explanation of the philosophy of the docu- 
ment and the major influences that philos- 
ophy had upon life in America, not neglect- 
ing glances at its influence in the world at 
large. The restating in terms of contem- 
porary relevance of the natural rights doc- 
trine, for instance, is of value to the grow- 
ing generation. History must continually 
be rewritten if the past is to be properly 
influential upon the future. 

The author has here done his work 
simply and adequately. Though in style 
and in worldly wisdom the volume is in- 
ferior to Carl Becker’s older classic under 
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the same title, the story is brought up to 
date and will always bear retelling. 
T. V. SMITH 
Syracuse University 


GUNTHER, JOHN. Roosevelt in Retrospect; 

A Profile in History. Pp. xii, 410. New 
. York: Harper & Brothers, 1950. $3.75. 

Here is about as comprehensive a single- 
volume biography of the late President, as 
can be written this early. Mr. Gunther had 
only a slight personal acquaintance with 
Roosevelt, but he utilized his skill as a 
journalist in gathering “word of mouth” 
information from those who were closest 
to the President and has moreover ex- 
amined a prodigious amount of the pub- 
lished and unpublished pertinent material. 
The bibliography and chapter-by-chapter 
listing of sources at the end of the book 
are impressive. 

The treatment is quite unchronological, 
especially the first 150 pages which present 
rather eight retrospects: historical, per- 
sonal, major qualities, demerits, the human 
being, the home, the man, and the President 
at work. Apparently the subject grew upon 
the author as he explored the President’s 
career. He must have been fascinated 
by Roosevelt’s unprecedented achievements 
and his extraordinary adeptness in influenc- 
ing people individually and collectively—as 
a politician par excellence. 

However, Gunther avoids becoming a 
hero worshiper and is indeed quite frank 
in exposing Roosevelt’s foibles, quirks, sub- 
tleties -and duplicities. Thus, “The Pres- 
ident, as is notorious, often gave men con- 
tradictory instructions, sent out irresponsible 
~ emissaries without consulting the regularly 
constituted authorities, and played favor- 
ites.” This inveterate conversational auto- 
crat thought that Churchill was “horribly 
garrulous” and “Roosevelt had an Oedipus 
complex as big as a house.” But Gunther 
can scarcely control his typewriter when, 
now and then, he recalls the paranoiac aber- 
rations of the Roosevelt haters. 

The social scientist, in contrast with the 
journalist, would be more guarded in stat- 
ing some of the judgmenis. Page after 
page is replete with absolutes which may be 
correct but are nevertheless open to argu- 
ment, This reviewer was tempted to pep- 
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per some pages with question marks. But 
it is the prerogative of the journalist to 
dash in where the social scientist might be 
a bit circumspect. 

Inevitable minor slips have crept in. If 
F. D. R. was the first President to have the 
Vice-President sit regularly in the cabinet, 
why was Vice-President Calvin Coolidge 
criticised for sitting silent while Harding’s 
cabinet maladministration ran rampant? 
Gunther is too young to have heard the 
everlastingly repeated report of how Gar- 
field kissed his mother as soon as he had 
taken the oath as President so that Roose- 
velt’s mother was not the only woman to 
see a son inaugurated. President Grant 
filled two vacancies rather than “added two 
members to the Supreme Court.” Aston- 
ished authorities on constitutional law will 
ask for case citations on the statement that 
“Jackson’s [?] Louisiana Purchase and 
Lincoln’s Emancipation Proclamation were 
probably unconstitutional.” 

This is not to say that Gunther has failed 
to give us an authoritative and fascinating 
biography. It is replete with dramatic 
episodes such, for example, as the heroic 
battle of two resolute women for control of 
the destiny of the polio victim. The wife 
won, and, instead of the mother’s will that 
he lapse into the life of a confirmed invalid, 
prevailing Eleanor took charge and res- 
olutely set him on the political career that 
made him the nation’s only four-term Pres- 
ident. 

` Witrrep E. BINKLEY 
Ohio Northern University 


HinsHAw, Davi. Herbert Hoover: Amer- 
ican Quaker. Pp. xx, 469. New York: 
Farrar, Straus & Co., 1950. $5.00. 


Mr. David Hinshaw is a public relations 


» counsel who was for a time a member of 


the personal staff of Herbert Hoover and 
who has served in various capacities in 
Republican presidential campaigns since 
1916. His life of Hoover is a routine 
exercise in hagiography. 

Hoover is depicted as a “gentle, mellow, 
kindly, whimsical and witty” character, dis- 
tinguished by “his flexibility of mind and 
his avoidance of getting into mentaé ruts.” 
His early years were “a Horatio Alger story 
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such as Alger never dared write because 
truth does what fiction dares not try to 
do.” 
other, culminating in his presidency. Then 
he became the victim of malign fate and of 
unscrupulous political trickery. The de- 
pression of 1929 was a foreign phenomenon, 
in which the United States, an innocent but 
helpless bystander, was unhappily impli- 
cated (the chapter on the depression is 
called “The Typhoon Strikes our Shores”); 
the Bonus March was a-Communist plot; 
Mr. Hinshaw even manages to write a 
chapter defending the Smoot-Hawley tariff. 
(It is to be noted, however, that even Mr. 
Hinshaw says nothing in extenuation of 
Hoover’s isolationism before the Second 
World War.) 

To judge from Mr. Hinshaw’s account, 
Herbert Hoover has never made a single 
mistake in his entire life. No wonder he 
has finally emerged from his period of 
eclipse to be recognized as “the nation’s 
finest and greatest man.” Indeed, Mr. Hin- 
shaw quotes approvingly the comment of 
one man after listening to Hoover: “To 
me he sounds like God talking.” This 
somewhat blasphemous theme is further de- 
veloped by the occasional appearance in 
Mr. Hinshaw’s narrative of the devil, 
whom he protrays as specifically bent upon 
thwarting Hoover’s noble designs. Thus on 
the Bonus March: “The devil pulled a 
gadget out of his bag of tricks. . . . To- 
gether, the devil and the Communists ‘used 
President Hoover’s veto of the bonus bill 
to rouse the veterans’ indignation.” Or: 
“His satanic majestiy pulled another gadget 
from his bag of tricks before President 
Hoover was able to create ways to meet the 
new attacks on our economic stability by 
inspiring Japan to invade Manchuria.” 

Neither Mr. Hinshaw’s personal acquaint- 


ance with Hoover nor his fellow member- . 


ship in the Society of Friends enables him 
to contribute facts or insights of interest. 
Herbert Hoover: American Quaker is a 
book with all the earmarks of a campaign 
biography except the campaign. 
ARTHUR SCHLESINGER, JR. 
Harvard University 


Witrams, CHARLOTTE. Hugo L. Black: 
A Study in the Judicial Process. Pp. vii, 


He achieved one success after an-. 
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208. Baltimore: The Johns Hopkins 

Press, 1950. $3.50. 

Following a judicial slaughter of many 
important reformist New Deal statutes 
adopted during his first term in office, Pres- 
ident Roosevelt got his first chance to make 
an appointment to the Supreme Court in 
1937 when Justice Van Devanter, a stalwart 
member of the conservative majority, re- 
tired from the bench. ‘Still smarting from 
his resounding defeat in Congress over the 
court-packing bill, the President chose his 
man with care. He was determined that 
his appointee should be one who had a 
point of view sympathetic with the amelio- 
rative objectives of his program. He 
found such a man in Hugo LaFayette 


„Black, then a Senator from Alabama and, 


an indefatigable worker in the New Deal 
vineyard. The appointment went through a 
Senate which felt itself obliged to confirm, 
without much question, the appointment of 


„any senator sent in by the President. But 


in the country at large there was a great deal 
of head shaking, the discussion centering 
mainly around the question whether Hugo 
Black had a “judicial temperament,” what- 
ever that might mean. Even one of his 
home-town newspapers in Birmingham, 
which in a general way admired the Sen- 
ator, expressed the opinion that “we fear 
he may not prove the great judge.” 

Events have demonstrated that this fear 
was unjustified, for Justice Black, by any 
reasonable standards, has proved to be a 
very great judge indeed. Charlotte Wil- 
liams, Associate Professor of Political Sci- 
ence at Middle Tennessee State College, 
shows on the basis of a careful survey of 
his judicial career that this is a fair char- 
acterization. One may hope that Justice 
Black will continue to serve on thé Supreme 
Court for many years to come, but he has 
already earned a place of the first rank 
among the justices, in the company of such 
legal giants as Marshall, Harlan, Brandeis, 
Stone, Cardozo, and Holmes. Certainly his 
work has commanded widespread attention 
in the law reviews and lay journals of the 
country. And Miss Williams’ book is the 
second full-length treatment to appear, the 
first book on Black having been published 
last year by Professor John P. Frank, of 
the faculty of the Yale Law School. 
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Professor Frank’s book is written with 
greater verve and does a better job in 
describing some of the personal qualities of 
the Justice from Alabama. On the other 
hand, Miss Williams has analyzed the Black 
opinions much more thoroughly and sys- 
tematically than did Frank, who preferred, 


for the most part, to let Justice Black speak. 


for himself. Neither book is biography in 
the sense that Mason’s masterful study of 
Justice Brandeis is biography, but it is to 
be noted that neither book presumes to be 
such. Professor Frank characterized his 
book as being only a preliminary sketch 
and promised a more complete study at 
some later date, while Miss Williams’ book, 
as indicated in the subtitle, is essentially a 
study in the judicial process, Curiously 
enough, Miss Williams makes no reference 
at all to the Frank book in her many foot- 
notes. (Incidentally, the footnotes are not 
at the foot of the pages, where they belong, 
but are tucked away at the back of the 
book, to the inconvenience and annoyance 
of the reader. When will publishers learn 
that footnotes belong with the text, and are 
not merely proof of scholarship which the 
reader may or may not care to consult?) 
Professor Williams touches upon some of 
the well-known aspects of Hugo Black’s life 
—his early days in Alabama, his career in 
the Senate, the circumstances surrounding 
his appointment to the Court, the furore 
over his former Klan membership, and 
Justice Jackson’s outburst in 1946. Miss 
Williams has no new knowledge or fresh in- 
sights to offer on the main episodes of 
Black’s career, but she tells the story with 
considerable lucidity and with commend- 
able restraint. She is mainly concerned 
with examining the Justice’s opinions, which 
are grouped together appropriately in suc- 
cessive chapters which review his ideas on 
such important subjects as federalism, regu- 
lation of the economy,-and civil liberties. 
The author arrives at two principal con- 
clusions. The first is that “the fountain- 
head of his political philosophy is a desire 
to improve the lot of the common man 
and protect him from the oppression of 
powerful forces.” She believes that this is 
the connecting theme which underlies his 
decisions in the various fields of constitu- 
tional law. This is a tenable hypothesis. 
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Her other main conclusion, which is of 
greater interest to students of the judicial 
process, is stated as follows: “It is probable 
that Justice Black belongs to that school of 
thought which holds that every judge, con- 
sciously or unconsciously, writes into his 
opinions his own economic, social, and 
political ideas and that the notion of judi- 
cial impartiality is little more than a myth. 
At any rate he has gone to no pains to 
disguise the fact that he himself has posi- 
tive ideas of rightness which he believes 
should be embodied in the law and when 
he incorporates these in his opinions he 
feels little necessity for apology or rational- 
ization, Perhaps he no more than others 
writes his feelings into law, but does so 
more candidly.” 

As a straight exposition of the principal 
public law concepts of Justice Black, this 
book does an adequate job. From a critical 
point of view, however, much remains to be 
done, for Black is taken pretty much on his 
own terms. For example Professor Wil- 
liams draws attention to the fact that Jus- 
tice Black believes that the Fourteenth 
Amendment was intended to incorporate all 
the rights guaranteed as against the national 
government by the federal Bill of Rights. 
This is an extremely important question, 
and: critical scholarship cannot escape the 
responsibility of inquiring into the correct- 
ness of Black’s position. Putting the mat- 
ter in the light most favorable to Justice 
Black, it is at the very least a highly 
debatable position. But the author of this 
book does not venture into the debate. In 
the field of American constitutional law it 
is not enough merely to spell out the facts, 
for they do not generally speak for them- 
selves. Even so, Miss Williams has made 
a substantial contribution to an understand- 
ing of the nature of the judicial process and 
has added to our knowledge of an exceed- 
ingly interesting and capable Supreme 
Court justice. 

` Dav FELLMAN 
University of Wisconsin 


TAYLOR, JoHnN. An Inquiry Into the Prin- 
ciples and Policy of the Government of 
the United States. Pp. 562. New 
Haven: Yale University Press, 1950. 
$7.50. 
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With John Taylor’s Inquiry the Yale 
University Press has begun the publication 
of long neglected masterpieces of Philos- 
ophy and Science which because of their 
intrinsic merit and great influence are 
deemed worthy of reissue. In his introduc- 
tion to the volume Professor Roy Franklin 
Nichols furnishes the historical background 
necessary for the proper evaluation of the 
work of Taylor, who has aptly been called 
“the philosopher ‘of Jeffersonian Democ- 
racy.” 

Although the reader will find the Inquiry 
discursive, repetitive, and often lacking in 
clarity, he will also find it full of keen in- 
sight into the realities of our early national 
politics and founded upon wide reading and 
profound study. The Yale University Press 
has performed a valuable service in re- 
printing this interesting work. 

Some twenty years after John Adams 
had published his extensive Defense of the 
Constitution of the United States, John 
Taylor set out to demolish the basic polit- 
ical doctrines therein advanced. Both 
Adams and the authors of the Federalist 
Papers, Taylor states, had paid too much 
respect to “political skeletons, constructed 
with fragments torn from monarchy, ar- 
istocracy, and democracy, called in these 
[Taylor’s] essays, the numerical analysis; 
and: too little to the etherial moral prin- 
ciples, alone able to bind governments to 
the interest of nations.” i 

Aristocracy, which Adams considered the 
natural and inevitable reward of talents and 
virtues, Taylor thinks has always rested on 
artificial foundations devised by the few for 
the: exploitation of the many. The old ar- 
istocracies of priests and feudal lords, 
the one resting on ignorance and supersti- 
tion and the othér on military prowess, are 
impossible in America. Diversity in reli- 
gion and the spread of learning prevent the 
first, while the abolition of primogeniture 
-and introduction of alienation of land ef- 
fectively prevent the second. However, 
and this is the burden of Taylor’s main 
thesis, the real danger here is the rapid 
development of a third and far more 
dangerous kind of aristocracy, one against 
which no adequate protection has been de- 
vised, a capitalistic “aristocracy of paper 
and patronage, more numerous, more bur- 
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densome, unexposed to public jealousy ‘by 
the badge of title and not too honorable or 
high spirited to serve executive power for 
the sake of pillaging the people.” 

The bulk of the volume consists of a 
thorough elaboration of the thesis that the 
Hamiltonian financial program of funding 
the debt, of establishing the national bank, 
and of instituting tariffs for protection was 
creating this new aristocracy, an order par- 
asitic on the rest of society, and particularly 
burdensome to the landed class, the chiéf 
producers of the actual wealth ‘of the na- 
tion, This new capitalistic aristocracy 
Taylor thought destructive of the founda- 
tions of the system of equality originally in- 
tended by the founders. He wished to see 
it destroyed root and branch by the agrar- 
ian democracy which he considered the only 
hope for the realization of the American 
ideal, a republic of small farmers mistrust- 
ful of castes, orders, and all privileged 
classes, and committed to the preservation 
of liberty against government and of sub- 
stantial equality for all. 

This simple agrarian democracy Taylor 
would have preserved by rigidly restricting 
the powers of all governments. The states 
should act as checks upon the national 
government and keep it within rigidly de- 
fined limits, and the people should care- 
fully watch both. The executive should be 
restricted to short terms and should not 
be reelected. His civil and military patron- 
age should be reduced. Judges should not 
be allowed to substitute their policies for 
those of the legislature since that would 
render them irresponsible to the sovereign. 
These and many other ideas advanced by 
Taylor may sound strange to many twen- 
tieth century ears. But the student of our 
governmental history will recognize their 
echoes even down to the present day. 

ELMER D. GRAPER 

University of Pittsburgh 


DENNIS, EUGENE. Ideas They Cannot Jail. 
Pp. 192. New York: International Pub- 
lishers, 1950. $1.25. 

This little volume is a’ collection, in 
abridged form, of articles and speeches by 
the General Secretary of the Communist 
party. Written or delivered in the last two 
or three years, they include the statement 
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before Judge Pine in the contempt hear- 
ing and portions of his summation to the 
jury in the conspiracy case. With an in- 
troduction by William Z. Foster, the pub- 
lication is obviously designed to present 
readers with what is purported to be the 
American Communist -party position in re- 
spect to democracy, the constitution, civil 
‘liberties, world peace, and so forth. 

The American Communists, according to 
Dennis, are not out to destroy American 
institutions by conspiracy and violent sei- 
zure of power. Regarded by his comrades 
as the outstanding victim of the alleged 
Communist persecution, Dennis here pre- 
sents himself and his fellow American Com- 
munists as the real patriots who are trying 
to defend the constitution, democracy, civil 
rights, and world peace against their en- 
emies. The Communist party in the United 
States is merely the vanguard of the labor 
movement working peacefully to bring sci- 
entific socialism to America and to- the 
world. This is to be accomplished under 
the leadership of the Soviet Union and with 
the encouragement of the so-called People’s 
Democracies of Eastern Europe and China. 
No reference is made to the fact that 
democratic institutions and civil liberties do 
not exist in Communist-controlled areas. 
Nor is any attempt made to explain the 
term “scientific socialism” except to say 
that it is “Marxism-Leninism-Stalinism.” 

Thus the book is not an analysis of 
Communist doctrine. Moreover, it does 
not undertake to answer in specific terms 
the charge of conspiracy. It is difficult, 
therefore, to understand what useful pur- 
pose is served the Communists in its pub- 
lication. Surely, the party members must 
be familiar with the party propaganda line 
and everything Dennis has had to say-about 
it long ago. For others, thanks to the 
liberties that exist in the Western -world, 
the contradictions between what the Com- 
munists say here and what they do in 
Communist-controlled areas are obvious. 

The publication, of the volume is a 
healthy sign, however, for it indicates that 
our hysteria is not complétely unrestrained. 
The publication of such a volume is in fact 
the best possible answer to Eugene Dennis. 
A reversal of the Situation in a Communist- 
controlled country would be unthinkable. 
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It is good to know that our democracy is 
not committing suicide by using totalitarian 
methods in its own'defense. 

E. ALLEN HELMS 
- Oxford University 


Iowa CONFERENCE ON ATTITUDE AND OPIN- 
ION RESEARCH, University or Iowa, 
1949. The Polls and Public Opinion. 
(Edited by Norman C. Meier and Harold 
W. Saunders.) Pp. x, 355. New York: 
Henry Holt and Company, 1949. $2.50. 
After the failure of the pollsters to pre- 

dict the last presidential election in the 

United States there has been a lot of dis- 

cussion about sampling problems and the 


.technique of interviewing, but relatively 


little interest has been directed towards the 
more fundamental question of the psycho- 
logical, epistemological, and sociological as- 
sumptions involved in opinion and attitude 
research. Although Dr. Stouffer is right in 
pointing out the importance of improving 
technique, this reviewer nevertheless thinks 
that attitude research has reached the stage 


- where it cannot go on without an inclusive 


psychological and sociological theory. It is 


. possible that such a theory may have to be 


rather crude, but I believe a primitive 
theory is better than none. f 
From this point of view this writer re- 
gards The Polls and Public Opinion as a 
valuable book since it locates the problems 
and stimulates to further research. Sam- 
pling and other technical problems are ably 
dealt with by P. Lazarsfeld, G. Gallup, 
Morris H. Hansen, and others, and there 
are interesting discussions about the causes 
of the disparity between poll findings and 


‘election returns and about the future of 


opinion sampling. Nevertheless, the re- 
viewer is most in sympathy with Clyde W. 
Hart who says: “We have no conception of 
an organic public opinion. Our samples are 
always of discrete individuals in a popula- 
tion; they are not samples of a public” 
(p. 28). This reviewer supposes that such 
a concept of an organic public opinion must 
include ‘at least two factors: the social 
forces creating public opinion and public 
opinion and attitudes as causes of nonverbal 
overt behavior. 

The book includes interesting discussions 
by J. W. Albig, C. Clark, R. D. Casey, and 
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`P, Lazarsfeld about the determinants of 
public opinion. This reviewer believes 
there is a tendency to-confuse the prob- 
lems of how attitudes are formed, how 
they express themselves, and which actions 
they motivate. How attitudes are really 
formed is evidently the most fundamental 
because our primary social attitudes may 
determine the events and objects which will 
be regarded as meaningful. : 

“Events.” says B. Berelson, “ always oc- 
cur against some sort of predispositional 
background, or else they would have no 
significance for people” (p. 149). But then 
we have'to discuss the genesis of this pre- 
dispositional background. When we have 
acquired reliable knowledge about that. 
background, then, this writer believes, polls 
and attitude research will be much more 
successful. 

A scientific conference or symposium can 
never solve problems. Science, after all, is 
not democratic in that sense. But they can 
stimulate further research. This. reviewer 
is sure that the conference at Iowa State 
University recorded in this book has pro- 
vided such stimulation. 

Torcny T. SEGERSTEDT 

Uppsala University 
` Uppsala, Sweden 


Irion, FReDERIcK C. Public Opinion and 
Propaganda, Pp. xvi, 782. New York: 
Thomas Y. Crowell Co., 1950. $5.00. 
Here at last is a text in public opinion 

and propaganda by a political scientist! 
This is not to say that other disciplines 
have not made important contributions to 
the study of the subject, but merely to 
emphasize the fact that political scientists 
have a particular interest in it and an ap- 
proach to it that is different, if not better, 
than that of other disciplines. 

Professor Irion has divided his twenty- 
three chapters in seven parts, dealing re- 
spectively with: (1) introduction—the im- 
portance of public opinion, its historical 
background and it$"basis; (2) instruments 
or ‘media forming public opinion—press, 
radio, and motion pictures; (3) institutions 
forming public opinion—family, churches, 
schools; (4) how instruments and institu- 
tions are used by government, management, 
labor, and other special” interest groups; 
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(5) influence of public opinion on the 
executive, legislative, and judicial branches 
of government, as well as in such particu- 
lar fields as economics and social welfare, 
war and peace; (6) public opinion measure- 
ment techniques, present and future; (7) 
conclusion. The Herring-Blaisdell (Tempo- 
rary National Economic Committee) list 
of national organizations with permanent 
representatives in Washington constitutes 
a brief appendix. There is a reasonably 
adequate combined subject and author in- 
dex. The format and general appearance 
of the book are attractive. 

The author states his purpose to be “to 
present an objective description and analy- 
sis of the forces that operate with respect 
to public opinion and propaganda,” treat- 
ing “the various aspects of the subject as 
interrelated parts of the American cultural 
pattern.” His technique for accomplishing 
this purpose is an interesting one and. 
rather novel. The volume is not a book’ 
of readings, yet it is, constructed, to a 
considerable ‘extent, out of summaries or 
digests of significant works or portions 
thereof, relating to the particular subject 
under consideration. Nearly any chapter 
might be selected for purposes of -illus- 
tration. Chapter 2, for instance, presents 
representative attitudes of great thinkers 
throughout the ages on the nature of pub- 
lic opinion. The section on Plato and the ` 
classification of public opinion is based on 
Raphael Demos, The Philosophy of Plato, 
while in succeeding sections, the author 
draws upon Shakespeare’s Hamlet, The 
Federalist, de Tocqueville’s Democracy in 
America, James Fennimore Cooper’s The 
American Democrat, Bryce’s The Ameri- 
can Commonwealth, Ferdinand Tönnies’: 
Fundamental Concepts of Sociology, and, 
among others, Hitler’s Mein Kampf. - 

This technique, carried on consistently 
throughout the volume, suggests an inter- 
esting reflection on the field as a whole. 
Twenty-five years ago, although there were 


„many books and articles dealing with pub- 


lic opinion incidentally, about the only 
books dealing specifically with thé subject 
were those by Lowell and Lippmann. To- 
day, the volume of public opinion litera- 
ture—good and bad—is staggering. Two 
large volumes have been required, merely 


b 
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to provide a working key to it. The Pub- 
lic Opinion Quarterly (which seems to have 
been little used by the author) has pub- 
lished scores of articles dealing with many 
different aspects of the subject. This vast 
literature presents a variety of approaches 
and often conflicting points of view. It 
urgently calls for a master analyst and 
“synthesizer” to do for the field of public 
opinion what Blackstone once did for the 


field of the common law. 


` Meantime, until that task is or can be 
done, students in the now large number of 
college and university courses in public 
opinion must be introduced to the basic 
concepts in the field. Professor Irion has 
given us a much better working tool for 
this purpose than has heretofore been avail- 
able. 
; W. BROOKE GRAVES 

The Library of Congress 


SCHLESINGER, RupoLr B. Comparative 
Law: Cases and Materials. Pp. xxxiv, 
552. Brooklyn: The Foundation Press, 
1950. $7.50. 


The purpose of this book is to prepare 
the law student, that is, the future lawyer, 
for dealing intelligently with cases involv- 
ing understanding of foreign law. The 
technique employed is that of a “case- 
book:” the volume consists of brief ex- 
cerpts from European codes, works of out- 
standing European jurists and judicial deci- 
sions rendered by European courts, mainly 
French, German, and Swiss; with good rea- 
son, Soviet Russian decisions have not been 
included.’ These excerpts are tied together 
into a meaningful system by short notes of 
the author, and time and again they are 
contrasted to a few selected American. de- 
cisions and statements. 

In the present reviewer's opinion, the 
book fulfills very well these two tasks. 


’ First, the student is given complete aware- 


ness of the difficulty of understanding a 
foreign legal system, going so far as to 


_make impossible a fruitful discussion be- 


tween an American and a European lawyer 
if neither of them has some preliminary 
knowledge of the basic conceptual scheme 


used by the other party. Second, the book © 


shows very well that the alleged polarity 
between the Anglo-American and the conti- 
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nental legal systems is highly exaggerated. 
After all, both have been influenced by 
Roman law. Moreover, there are “legal 
constants” depending on the very nature 
of human relations and on the limited pos- 
sibilities of regulating them. The presen- 
tation of the peculiarities of legal study 
in Europe and of the procedure used by 
European lawyers when preparing a case, 
namely their emphasis on opinions of out- 
standing jurists rather than on precedents, 
is masterful. One could however disagree 
with the statement that French decisions 
are inferior to German or Swiss ones be- 
cause they do not operate so much with 
principles; the present reviewer has en- 
joyed reading many French decisions, not 
only of the cour de cassation, but also of 
the courts of appeal. 

° The book does not pretend to convey to 
the student real knowledge of the Euro- 
pean legal systems. which, as correctly 
stated by the author, widely differ in many 
points, so that understanding between law- 
yers of the individual nations is often not 
easy at all. But it provokes interest- and 
may serve as a good guide for a more in- 
tensive study of any foreign law, at least 
of the common European type. 

N. S. TIMASHEFF 
Fordham University 


ECONOMICS AND INDUSTRY 


Wiutson, Tuomas. Modern Capitalism and 
Economic Progress. Pp. vii, 274. Lon- 
don: MacMillan & Co., Ltd., 1950. $2.50. 
“Would you rather have things run in 

the Russian way and face the labour camp; 

or in the American way and face the 
slump?” This laborite poser infers that 

Wwe are confronted by the dilemma of choos- 

ing between communism’s oppression and 

capitalism’s depressions, and that we can 
escape from it only by embracing “demo- 
cratic socialism” of the British variety. 

The writer, an Oxford economist who has 

devoted special study to business cycles, 

sets out to show mainly three things: first; 
that the dilemma is false, because mone- 
tary and fiscal policies are capable of tam- 
ing fluctuations without scrapping freedom 
of the market; second, that democratic so- 
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cialism is no escape, because, since it has. 


come to mean the substitution of direct 
controls for the price mechanism, it makes 
matters a great deal worse; third, that the 
prospects for improving the lot of the com- 
mon man by means. of economic progress 
are decidedly better under reformed capi- 
talism than. under socialism. In terms of 
effects on both personal liberty and eco- 
nomic efficiency, the case against centrally 
planned physical controls is devastating. 
The scope of this work is much the same 
as that of Professor John Jewkes’s “Ordeal 
by Planning.” The attitude is somewhat 
less urgent and the tone not quite so scath- 
ing. As for the restrictions imposed by so- 
cialism on personal liberty, perhaps Jewkes 
deals the more penetratingly with economic 
freedoms while Wilson presents more clearly 
-the relations between economic and other 
freedoms. From the point of view of a 
candid American observer of actual events, 


both might be accused of relying on mone- ` 


tary and fiscal policy to a degree that is 
touching—of “hopefully expecting” that we 
in the United States will accomplish more 
by this device than it is reasonable to an- 
ticipate, or of “fearfully suspecting” that 
we will not, as the case may be. It is true 
that Wilson has an excellent chapter on 
“compensatory” public finance, and also 
that he shows that the bad old era of boom 
and bust could be succeeded by an equally 
sinister era of inflation. Yet what he seems 
reluctant to give the emphasis which real- 
ism requires is the political and psychologi- 
cal background of inflation. If capitalism 
is to be reformed in general, and stabilized 
in particular, we can hardly afford to be 
optimistic about the future of.labor unions, 
government, officials, and voters, and their 
interrelations. There is such a thing as 
holding private enterprise and “America” 
responsible for too much, and government 
and human nature responsible for‘too little. 
Bruce KNIGHT 
Dartmouth College 


SURÁNYI-UNGER, THEO. Private Enterprise 
and Governmental Planning: An Integra- 
tion. Pp. xiii, 389. New York: Mc- 
Graw-Hill, 1950. $4.50. 

So much emotionally charged chaff has 
been scattered about governmental plan- 
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ning that this solid study is highly wel- 
come. Professor Surdnyi-Unger deserves 
thanks for a carefully thought-out and 
deeply analytic piece of work. His analy- 
sis is chiefly theoretical and, by conse- 
quence, speculative. Yet it is ballasted by 
very solid use of statistical material, well 
arranged. The result is the best abstract 
study this reviewer has read. 

Professor Suranyi-Unger refreshingly dis- 
cards all extremist positions. He is not 
frightened by the violence of Ludwig von 
Mises and his brilliant pupil, F. von Hayek, 
who vehemently assert that any departure 
from pure laissez faire marches us all down 
the road to serfdom. He terms their de- 
fense “intransigent” (which, in von Mises’ 
case, tends toward courteous understate- 
ment). Equally, he declines the extremist 
conclusions of Marxists and other total so- 
cialists with whom statist control is a pas- 
sion approaching religious fervor: “Both 
opposed groups have connected their at- 
tempts, to discredit each other, with a 
merciless criticism of compromising ‘third 
ways.’ Adherents to the moderate view 
have become partially discouraged and have 
retreated into modest defense positions” (p. 
201), observes the author, who promptly 
and without discouragement opts for the 
middle way, and makes an amazingly good 
case for it. Realizing, both practically and 
theoretically, that in large parts of the 
world there are and can be both’ private 
enterprise and the state, and that social de- 
mands are being made on both, our author 


` sensibly tackles the task of examining the 


world that does exist. He neither escapes 
into a totalitarian or Marxist heaven-on- 
earth nor is driven into a jungle of laissez 
faire and survival of the fittest, only 
brought into balance by unmitigated bru- 
tality of results. His Chapter XIII, ana- 
lyzing European extremism and the Ameri- 
can reaction, ought to be required reading. 

Professor Suranyi-Unger apparently can 
take or leave Keynesianism, feeling under 
no compulsion to swallow it whole. He de- 
clines to accept the theory that public capi- 
tal expenditure is essentially a sin while 
private capital expenditure is essentially a 
virtue, or the reverse. He is more inter- 
ested in what expenditures are made and 
how, and what happens as a result. 
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Sophisticated students in this field have 
long known that governmental economic 
planning—a “managed economy,” if you 


like—does exist-in greater or less degree . 


substantially everywhere. Certainly it ex- 
ists in the United States. This, of course, 
_is a direct contradiction of the impression 
given by some financial writers, and dead 
against the impression they leave, that 
American economic success is due to ab- 
sence of planning. Suranyi-Unger is right: 
much of the current pamphleteering against 
“planning” reflects either naivete or igno- 
rance, except occasionally when it may re- 
- flect the desire of a writer to say some- 


thing he thinks his readers want to hear. 


Capable scholars and writers who deal with 
realities, of course, have to deal with the 
real issue posed by the book under review, 
namely, what the viable limits of planning 
really are. 

The final chapter suggests rather than 
outlines the author’s real views, for Pro- 
fessor Suranyi-Unger is. academically chary 
of becoming a protagonist. As he sees it, 
under some conditions a considerable de- 
gree of planning, accompanied by a high 
degree of collectivization, is necessary. 
The extreme of such conditions, of course, 
. occurs in a wartime economy. In these 
circumstances, there is an irresistible tend- 
ency to socialize great areas of production, 
Under other conditions, private enterprise 
can be let run and can and does produce a 
splendid result; in these periods “reprivati- 
zation” takes place. Shifts in economic 
structure, from one to the other, produce 
frictions and stresses; they therefore should 
be gradual whichever the direction. The 
processes of “collectivization” and “repri- 
vatization,” respectively, are, and should 
be, responsive to conditions. In propor- 
tion as they are responsive, doubts, fric- 
tions, resistance, problems, and: sacrifices 
are minimized. “Dynamic structural elas- 
ticity” is thus the desirable condition; ri- 
gidity and inelasticity are dangerous. 

Collectivists will thus oppose elasticity 
when economic forces tend to reconstitute 
private enterprise; private enterprise indi- 
vidualists will want maximum elasticity in 
times of high socialization, hoping thereby 
to prevent collectivization. The viewpoint 
of both sides will shift, however, with con- 


` practice. 
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ditions: when there is little socialization, 
individualists will fight elasticity permitting 
socialization as a matter of defense. This 
is, of course, merely to say that when pri- 
vate enterprise is regnant, individualists 
want no government control and will ‘do 
their best to “hold the line” against social 
demands or a flexible system which would 
permit’ collectivization. Vice-versa, the so- 
cialist is all for an open game when pri- 
vate enterprise controls; once on top, he 
will do his best to freeze his socialist sys- 
tem into unshakable permanence. 

Well, all this is merely to say that groups 
defend their interests as they understand 
them; and neither is likely to be wholly 
right. The collectivist and the individual- 
ist, if they worked together, would find 
“mutual relations of complementarity or 
supplementarity may be exploited for the 
benefit of communal welfare” (p. 58); or, 
again, “The golden mean has always been 
one of the most enticing paths in the be- 
wildering strife for the solution of fun- 
damental human problems. The adherents 
of emotionally motivated ‘heroic’ attitudes 
have always endeavored to belittle and to 
discredit this path as the way to medioc- 
rity chosen by those big masses which be- 
lieve in eclectic decisions. In the light of 
rational and realistic considerations, how- 
ever, there are many and good reasons for 
such an attitude. Also the prevalent com- 
posite forms of economic structure explic- 
itly depend on this sort of compromising 
societary confessions. 

“Tf we accept such compromises, we may 
believe that both spiritual and material 
gratifications are about equally important. 
We may add that a well-balanced recon- 
ciliation between distributive and equali- 
tarian social justice leads to the best re- 
sults. Likewise, we may be convinced that 
the truth lies.somewhere in the middle be- 
tween individualistic and nonindividualistic 
socioeconomic systems” (p. 112). 

In one respect this reviewer finds the 
book irritating, though complaint is not in 
order.” The sacred right of any writer in 
this field to adopt an esoteric vocabulary 
has, by now, been sanctified by academic 
Suranyi-Unger likes the mathe- 
matical lingo; he enjoys formulae and 
graphs. Average readers may not appreci- 
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ate having the wartime collectivization de- 
scribed in terms of relative “skewness” and 
kurtosis,” and just might muff the signifi- 
cance of the fact that a graph assumes a 
more “leptokurtic” shape; and so forth. 
This reviewer confesses incompetence to 
comment on the appendix to Part II which 
collects a great number of mathematical 
equations and formulae, believed by the 
author to assist in reaching conclusions. 
One need not, perhaps, go as far as Pro- 
fessor Stephen Leacock in asserting that 
mathematical formulae as employed by 
economists constitutes a “racket.” Yet 
some scepticism about their use in cer- 
tain respects is justified. The economic 
system, as Professor Surdnyi-Unger points 
out, is subject to certain fundamental non- 
economic forces, namely: 1) the want for 
reproduction; 2) the want for religious be- 
lief; 3) the want for political conglomera- 
` tion; 4) the want for national concentra- 
tion; 5) the want for class organization; 
6) the want for occupational grouping. 
Accepting this classification, one might still 
wonder how far mathematics can con- 
tribute to describing and analyzing results 
based on forces like these. It is possible 
to describe want satisfaction by designat- 
- ing them “Sı . . . Sn,” and construct pages 
of equations based on them. Is anyone 
any nearer to knowing what they are and 
do on that account? But the author is in 
excellent company in this’ regard: Pigou 
and Keynes did it; so does Professor Hotel- 
ling. And he does not cheat. 
talks mathematics, he says so, and puts it 
in separate chapters. This does not pre- 
vent him’ from talking straight and simple 
language. : 

His doctrine is perhaps best indicated by 
a sentence in Chapter XIV: “The resulting 
long-term cooperation between the spheres 
of individual and collective economic ac- 
tivities will be an essential requirenient for 
the ‘American way,’ if it is to stand the 
test of those heavy strains and violent 
shocks to which it will probably be ex- 
posed in the near future” (p. 230). Secur- 
ing that co-operation he conceives to be the 


task of government planning. And plan- | 


ning is not a religion or a philosophical ab- 
solute. It is a means to an end: the re- 
alization of certain community wants under 


When he . 
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the prevailing conditions. At this point the 
heat of discussion is reduced; and men of 
good will can go to work. 
ADOLFA. BERLE, Jr. 
Columbia University 


MACKENZIE, NoRMAN. Socialism: A Short 
History.- Pp. 192. London: Hutchin- 
-son’s University Library, 1949. $1.60 
text; $2.00 trade. 


In this clear and concise volume, Nor- 
man Mackenzie, Assistant Editor of the 
Nation and New Statesman of London, 
and a left-of-it-center Socialist, tells the 
story of the socialist and other revolu- 
tionary movements from the days of the 
early Utopians to the present day. Here 
there pass swiftly in review the social phi- 
losophies of such Utopian leaders as Robert 
Owen, of Karl Marx, “father of scientific 
socialism,” and of anarchists, syndicalists, 
Revisionists, Fabians, Guild Socialists, and 
Communists, The -book likewise tells of 
the rise and fall of the Socialist Interna- 
tional, briefly describes the origin and de- 
velopment of the British Labour move- 
ment, and suggests the causes for the fail- 
ure of Socialists in the United States’ to 
build a powerful political movement. It 
concludes with a sélected bibliography. 

The author makes no pretense that this 
is a complete history of socialism. For 
more detailed information on the various 
philosophies upon which he touches, he re- 
fers to many specialized books. He hopes, 
however, that this volume may serve as an 
introduction- to these ideologies and move- 
ments and “as a guidebook to the mile- 
stones that mark the road socialism has 
travelled.” i 

Any. attempt to cover so much territory 


. in such little space necessarily means that 


a number of important facts are omitted 
in the discussion of various types of social 
change. The reviewer finds particularly in- 
adequate the discussion of the changes in 
Marxian tactics and the relation between 
the Socialist and Communist movements. 
In his analysis of Marxism, Mr. Mac- 
kenzie describes the tactics advocated by 
Marx in 1848, when most workers were 
disfranchised, when there was no effective 
political party of labor, and when few 
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peaceful agencies for changing from capi- 
talism to socialism were in existence. ‘At 
that time Marx taught in the words of 
Mackenzie, that “the working-class move- 
‘ment must be prepared to overthrow the 
bourgeoisie by force, for it would never 
voluntarily yield to state power it fought 
so hard to secure and maintain” (p..51). 

The author, however, fails to mention 
that, in the early seventies, following the 
enfranchisement of workers in numerous 
European countries and the early develop- 
-ment of effective workers’ parties and 
trade union and co-operative societies, 
Marx was of the opinion that there were 
countries like England, America, and Hol- 
land “where the worker may attain his ob- 
ject by peaceful means” (Kautsky, Dicta- 
torship of the Proletariat, pp. 8-9). 

He likewise fails to mention the com- 
plete reversal in the attitude of Friedrich 
Engels in his late days toward revolution- 
ary change and Engels’ insistence in 1895 
that socialists then strove “much better 
with legal than with illegal means in forc- 
ing an overthrow” (Engels, Class Struggles 
in France, N. Y. Labor News Co., particu- 
larly pages 7, 8, 10, 11, 19, and 22-7). 

Thus, ignoring the more mature judg- 
ments of Marx and Engels, the author 
makes Lenin and the Communists the spir- 
itual descendants of Marx. He pictures 
the Bolsheviks, indeed, as “refining Marx- 
ism,” despite the evidence that, in many 
ways, they perverted the teachings of Marx 
with the view of justifying the dictatorial, 
imperialistic control of Russia and of Rus- 
sian satellites by a ruthless inner circle of 
the Russian Communist party. 

In his swift survey of the struggle be- 
tween Socialist and Communist forces after 
the first World War, the author seems to 
lay chief blame on the Socialists for split- 
ting the working-class, although the split- 
was made inevitable by the Russian Com- 
munists who, organizing the Third or Com- 
munist International, insisted that all of 


their followers form separate parties and. 


separate trade unions and conduct an all- 
out attack on the social.democratic organi- 
zations as enemies of the workers. While 
Mackenzie criticizes Socialists for failing to 
form a united front with Communists in 
Germany when Nazism began its rise to 
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power, he fails to explain the great difficul- 
ties in the way of working with a move- 
ment whose directives come from Moscow 
and whose members believe that any means 
are justified which promise to advance the 
policies of the Russian Soviet government. 

In his discussion of Russian communism, 
the author refers to the Soviet government 
as “the first socialist state.” Most demo- 
cratic socialists throughout the world, how- 
ever, maintain that socialism, as opposed 
to communism, connotes not only public, 
ownership of basic industries, but thorough- 
going democracy in the nation’s political, 
economic, and cultural life. Socialism and 
dictatorship are not compatible. 

It is to be hoped that in the next edition 
of this book, the author, whose own views 
have, we believe, definitely changed during 
the last few years, will prepare a revision 
of his stimulating and popularly written 
book which will give a clearer picture of 
the issues at. stake in the struggle in Eu- 
rope between the forces of democratic so- 
cialism and the Russian brand of totali- 
tarian communism. 

Harry W. LAWLER 

League for Industrial Democracy 

New York City : 


Kapp, K. Wittram. The Social Costs of 
Private Enterprise. Pp. xii, 287. Cam- 
bridge, Mass.: Harvard University Press, 
1950. $4.50, 


In twelve short chapters (4-15), the au- 
thor parades the familiar evils of the “com- 
petitive” economy: impairment of the hu- 
man factor; air and water pollution; deple- 
tion or “premature” depletion of resources 
animals, forests, fuels, soil; ignoring of 
costs of technological change; unemploy- 
ment of: labor and other resources; mo- 
nopoly; advertising; features of transporta- 
tion; and frustrations in science. Three 
introductory chapters treat of concepts and 
survey earlier work in the field. This sur- 
vey is quite sketchy, perhaps inevitably so; 
but a reader at all conversant with the sub- 
ject will miss much “outstanding” work, 
such as that of John A. Hobson, Sidney A. 
Reeve (whose Cost of Competition, 1906, 
written from an engineer’s standpoint, 
hardly received the attention it deserved), 
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Otto Effertz, Adolphe Landry, and “in- 

numerable” others. Following a short - 

summary (Chap. 16), a Conclusion calls 

- for a New Science of Political Economy— 
a note one has a feeling of having heard 
before, and the content is not highly novel. 
This science is to begin with a “return to 
philosophy,” broaden the scope of economic 
investigations, enlarge the basic concepts, 
and’ concern itself with social choices, 
evaluation, and values. 

Such substance should no doubt be some- 
how fed into general courses in economics, 
along with “pure theory,” as a reminder of 
things the latter necessarily leaves out of 

- account, and even more as an offset to the 
tendency of any scientific explanation to 
become or seem “apologetic,” particularly 
an explanation in any science so abstract 
from reality as general economics must be. 
Equally requisite however are considera- 
tions conspicuous by their absence in this 
book. We find no consideration of “costs 
of eliminating costs.” It is far from easy 
to say whether the “wastes” the author 
deplores are really wastes, since determina- 
tion of wastes depends on all the costs—_ 
economic, social, and moral—incurred in 
any effort at conservation. 

This reviewer sees no practical use in 
criticizing and condemning what “is” ex- 
cept on the basis of comparison with a pos- 
sible alternative. Even such a simple and 
objective matter as the compound interest 
on investment required to increase the ulti- 
mate yield of coal fields or other resources 
is not mentioned, nor is any forecast made 
of future values. One who has not per- 
sonally made an intensive study (which 
would be very costly and probably incon- 
clusive) gets the impression that private 
business has conserved resources beyond 
what society was willing to pay for the in- 
vestment for other uses. (The author does 
mention nuclear energy but without de- 
veloping the wide significance of its possi- 
bilities.) It does “seem as if” there should 
be a less “wasteful” organization for uti- 
lizing fluid deposits of oil and gas; and this 
writer has often wondered whether this is 
an illusion, or why it is not done—by pri- 
vate enterprise or by government. Is it 
our laws against combinations? Or are 
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people so stupid? Would socialistic offi- 
cials be better or worse? This last ques- 
tion suggests the worst defect of the book. 
The author seems ‘oblivious of the ques- 
tion as to the politico-economic organiza- 
tion requisite for carrying out such “re- 
forms” as he implies would be desirable. 
He does not say what are the alternatives 
and their costs. 

The concluding section, outlining a dis- 
cussion of social values, does not mention 
freedom, and I do not recall seeing it else- 
where. The general position is purely nega- - 
tive, and more “materialistic” than that of 
the despised classical economists. This at- 
titude is typical of socialistic critique and 
propaganda. The chief claim to distinc- 
tion is the effort to evaluate and to “quan- 
tify” the costs treated. (Fourteen sections 
of statistics are appended.) 

I must note that the critically interested 
reader will find some of the weak points in 
this book more adequately treated in the 
author’s article, “Economic Planning and 
Freedom,” in Weltwirtschaftliches Archiv, 
1950, Band 64, Heft 1 (printed in Eng- 
lish), which I consider much more profit- 
able reading. 

Frank H. KNICHT 

University of Chicago 


CLÉMENCE, RICHARD V., and Francis S. 
Doopy. The Schumpeterian System. 
“Pp. 117. Cambridge, Mass.: Addison- . 
Wesley Press, 1950. $2.50. 


In this small volume two former stu- 
dents of Schumpeter defend the theoreti- 
cal position of their late teacher. The au- 
thors have paid little attention to Schum- 
peter’s many articles and reviews; they rest 
their case on his three most significant 
works with their major emphasis placed 
upon his Business Cycles published in 1939. 
_ The book is divided into four parts: In- 
troduction, Exposition, Criticism, and Con- 
clusion. The authors are at their best in 
the Exposition. Here one can find an 
intelligent presentation of Schumpeter’s 
analysis of the capitalist process in which 
he coupled the equilibrium theory of . 
Walras with the developmental conceptions 
of Marx. Even those who disagree with 
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Schumpeter must admire his serious schol- 
arly attempt to construct a theoretical sys- 
tem which would ‘explain the organic evo- 
lution of the process. 


According to Schumpeter it is the occa: — 


sional bold entrepreneur who plays the de- 
cisive role iri the process. By developing 
new products and materials, by introducing 
new methods of production and new meth- 
ods of business organization, and by ven- 
turing into new markets, he brings dy- 
namic changes into an otherwise static 
economy. While only a few have the 
power, the imagination, and the energy to 
. innovate changes, many can imitate. The 
result is a boom followed by a collapse, 
both of which are movements away from 
equilibrium. A new equilibrium is estab- 
lished which in its turn, given the role 
played by the daring entrepreneur, will 
have to face similar upsetting conditions. 
In Schumpeter’s view there is a constant 
struggle between the dynamic forces. of 
change and the social tendency to main- 
tain equilibrium. The book would have 
been more valuable had the authors de- 
voted more attention to Schumpeter’s last 
volume in which he argued that developing 
capitalism is all but killing the entrepre- 
neurial function and that‘since capitalism 
generates social attitudes that ultimately 
destroy it, the capitalist system is bound 
to disappear. 
` The authors grant that because the 
Schumpeterian system is a model of a his- 
torical epoċh that is passing “it will prove 
of most value to economic historians.” 
They nevertheless believe that because 
capitalist patterns of behavior will persist 


in the future “the model will continue to ` 


have relevance for some time to come.” 
The book is vulnerable on several counts. 

Its brevity is at the cost of adequate treat- 

ment of some of the underlying methodo- 


. logical issues involved. In addition, such . 


serious critics as Lange, Kuznets, and Han- 
sen are disposed of much too superficially. 


The book is written in a clear and lucid_ 


style; in fact, this reviewer found it stylis- 
tically stilted and oversimplified. Despite 
the above strictures, the book is bound to 
be useful to those who want a brief and 
clear introduction to the work of one of 
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the most challenging economic and social | 
thinkers of this century. 
f Jutes Koropny 
New York University 


Kein, LAWRENCE R. Economic Fluctua- 
tions in ‘the United States, 1921-1941. 
(Cowles Commission for Research in 
Economics Monograph No. 11.) Pp. ix 
+174. New York: John Wiley, 1950. 
$4.00. 

Study of the business cycle through 
econometric models dates from the work of 
the Dutch economist Jan Tinbergen in the 
1930's; it is, therefore, still ints infancy. 
The method involves summarizing in a 
fairly small number of equations our sta- 
tistical information about the relations be- 
tween those economic aggregates which the 
student considers most significant to the 
business cycle. The parameters of these 
equations are of course fitted statistically, 
and there should be as many equations as 
there are unknowns to be determined. 
The equations, taken together, comprise a 
“mathematical model” of the economy. 
Their simultaneous solution, with the leads 
and lags which are usually involved, plots 
a course of the economy’s movements. 

Under ideal conditions, this method 
would permit the statistical testing of busi- 
ness-cycle theories new ard old. At the 
same time, it would provide a reliable basis 
for quantitative forecasting of at least the 
broader-gauged effects of alternative eco- 
nomic policies, including the policy of drift. 
In practice, the method has been subject to 
criticism both for premature reliance on 
inadequate statistical series, and for exag- 
gerated claims to scientific objectivity. 
(The choice of variables in the individual 
equations, it has been said, depends on the 
contents of the researcher’s “theoretical 
@ priori” to a greater extent than econ- 
ometricians have been willing to admit in 
the presence of outsiders.) 

Dr. Klein warns us at the outset of his 
preface that “this book contains only tenta- 
tive and preliminary steps in econometric 
model building.” It nevertheless represents 
the-most ambitious undertaking of its kind 
since the pioneer work of Tinbergen him- 
self. (The Australian statistician, Colin 
Clark, has published recently a smaller- 
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scale model of the American economy in 
the interwar period. A fourth study in 
this field, by Professor Carl Christ of Johns 
Hopkins University, is also expected to 
appear shortly. A comparison of the meth- 
ods and conclusions should be a fruitful 
subject for research.) 

In addition to covering a longer period 
of time and utilizing revised and improved 
statistical series, Dr. Klein has advanced 
beyond Tinbergen in several technical re- 
spects, which we can do little more than list 

` below: 

1. Tinbergen fitted all his statistical 
equations independently by the conven- 
tional method of least squares. Klein also 
makes use of the “simultaneous equations” 
approach developed by Haavelmo and 
others at the Cowles Commission. This 
method is designed to avoid the statistical 
bias which can be shown to result when 
deviations from a system of simultaneous 
equations are treated successively as being 
from one equation only, with all others 
presumed completely accurate, as is done 
by the usual least squares procedure. (To 
use a simple supply-and-demand jillustra- 
tion, statistical bias is introduced when a 
deviation is treated first as being from a 
supply function, with the demand function 
not subject to error, and then vice versa.) 

2. Tinbergen ignored what has come to 
be known as the “aggregation problem,” 
and let the choice of his variables and the 
form of his equations be governed allegedly 
by statistical considerations. Klein, on the 
other hand, makes his economic theory 
more explicit. He devotes a full chapter 
to the justification of the choice of his vari- 
ables and the form of his functions by 
showing their connection with similar rela- 
tionships governing individual behavior and 
how they may be “aggregated” from these 
simpler relationships. The advantage of 
this step lies in making it possible to ascribe 
the same clear economic meaning to dif- 
ferentiation or maximization of the ag- 
gregated economic function as to the sim- 
ilar operation applied at the’ individual 
level. y . 

3. To a much greater extent than Tin- 
bergen, Klein faces up to the problem that 
alternative models may fit his data almost 
equally well. These differ among them- 
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selves both in the variables included as 
economically determined and in the extent 
to which they are aggregated statistically. 
Whereas, for example, investment activity 
is treated-as a unit and as completely 
autonomous in the simplest of Klein’s three 
models, it is split into numerous com- 
ponents, all determined within the system, 
in the most complex of the three. In addi- 
tion to these three basic models, other alter-° 
native versions are included, such as one- 
which, for example, pays more attention to 
liquid asset holdings than Klein himself be- 
lieves justified. 

4, Klein’s work advances beyond Tin- 
bergen’s in testing for serial correlation in 
the statistical deviations. Practically all 
procedures for statistical estimation as- 
sume no correlation between successive 
deviations, but the facts are sometimes 
otherwise, particularly in time series analy- 
sis. Klein’s is the first econometric busi- 
ness cycle study to study this factor in 
practice and to allow for it in his statistical 
conclusions. 

Perhaps due to limitations of space, 
Klein has omitted from this slender volume 
a good deal of the material which the 
general economist would have liked to see. 
There is, for example, no adequate discus- 
sion of the relevance of Klein’s harvest of 
parameters for the economist’s job of 
choosing among alternative business cycle 
theories or combining them. Neither is 
there any attempt to explore the workings 
of this model for the war and postwar 
period subsequent to the years for which 
it was fitted. (A number of doctoral dis- 
sertations now in progress at the Cowles 
Commission have explored aspects of this 
problem, both for Klein’s model and for 
certain of the others.) Such gaps as these, 
in this reviewer’s opinion, should be filled 
in, if not by Klein himself, then by other 
workers in econometric business cycle re- 


“search. For until this is done, the re- ` 


mainder of the profession, not to mention 
the general public, can continue to opine, 


. with Lewis Carroll: 


“What mean such mysteries to me 

Who am untrained in indices and surds? 

x? + 7x + 53 

= 11/3.” M. BRONFENBRENNER 
University of Wisconsin 
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Hicks, J. R. A Contribution to the Theory 
of the Trade Cycle. Pp. xi, 201. Ox- 
ford: Clarendon Press, 1950. $2.00. 


This is an important step forward in 
‘business cycle theory. It is indeed a mas- 
terpiece—a masterpiece in organization, ex- 
position and analysis. 

Professor Hicks regards as his task the 
demonstration that a cyclical sequence, 
which is remarkably similar to that which’ 
is experienced in practice, is inevitable (p. 
2). He approaches this task- with two 
major tools, the first of which is the sav- 
ing-investment mechanism and the multi- 
plier. Though elegantly improved by the 
author from its Keynesian origin, it is 
nevertheless found inadequate. “Thus the 
multiplier mechanism, when it is analyzed 
completely, proves after all to be a stabiliz- 
ing influence; its general tendency is to 
diminish the propensity to fluctuate” (p. 
37). . 

The more important tool' is a modified 
form of the Acceleration Principle. The 
main cause of fluctuations is found to lie 
in the effect of changes in output on in- 
vestment (pp. 37, 136-137). Step by step» 
this tool is sharpened, assumptions are ex- 
amined, and limitations widened; this is, 
in fact, a major part of the book. Par- 
ticular emphasis is laid on making the 
analysis dynamic. And finally it is applied 
to the explanation of the cycle—its in- 
evitable existence, its periodicity, and its 
regularity. ° i 

But the tools break down at least at one 
significant point: they cannot explain why 
the downswing is more rapid than the up- 
swing. It is pérhaps somewhat surprising, 

-and not altogether satisfactory, that the 
monetary factor is relied upon here to pro- 
vide the mising link. In all other respects, 
monetary instability is regarded -as “sec- 
ondary—as merely superimposed upon the 
real instability. Particularly severe slumps, 
such as the Great Depression, arise when 
monetary and real instability reinforce each 
other (p. 163). It follows that monetary 
policy can to some extent dampen the ex- 
tremes of the actual cycle. 

Much of the greatness of this book lies 
in the new vistas which it opens up, not 
only to theorists and statistitians, but also 
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to those interested in policy. Certainly no 
economist can afford to miss it. 

Hans A. ADLER 
Harvard University i 


Mints, LLoyb W. Monetary Policy for a 
Competitive Society. Pp. ix, 236. New 
York: McGraw-Hill Book Co., 1950. 
$3.00. 


In the volume under review, Professor 
Mints addresses his analysis to fellow econ- 
omists rather than to the lay public. Point- 
ing to the wide divergence of opinion re- 
garding proper monetary policy on the part 
of trained economists, he feels that progress 
toward a sound monetary policy requires 
a united front among the experts, at least 
with regard to basic principles and beliefs. 
In the present volume, therefore, Mints 
sets for himself the heroic task of convinc- 
ing his colleagues in the monetary-economic 
field that the policy he espouses is basically 
the correct one. 

Limitations of space preclude a presenta- 
tion of the detailed theoretical and technical 
arguments advanced by the author in this 
work, Some of the more important con- 
clusions at which he arrives should, how- 
ever, be noted. Perhaps the most signifi- 
cant of these is that monetary policy 
should be based on fixed rules rather than 
on the authority of a group of monetary 
managers. Mints’s contention is that, if 
there is a legally fixed and publicly known 
rule that the monetary authority must ad- 
here to, the business man and the public 
will known exactly what action will be 
taken under given circumstances and will 
guide'their own actions accordingly. Read- 
justments will then be promptly made with 
a minimum of economic disturbance and 


. cumulative waves of inflation and deflation 


(prosperity and recession) will be largely 
avoided. í 

As to what the rule or rules to be fol- 
lowed should be, the author offers several 
alternatives. First, the quantity of money 
might be kept fixed; second, it might be 
increased in proportion to the growth in 
population; third, it might be increased in 
proportion to the estimated rate of growth 
of productivity in the economy (say 314 
percent per annum); or, fourth, it might 


© conditions. 
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be increased or decreased to maintain a 


stable wholesale commodity price level. 
Mints favors the latter of these in conjunc- 
tion with the third, but avers that any of 
them would be an improvement on present 
Regardless of which rule is 
adopted, however, the banks must be pre- 
vented from creating money in the form 
of checking deposits; this might be achieved 
through requiring 100 per cent reserves, or, 
as a compromise, by not allowing an in- 
crease in earning assets beyond the exist- 
ing level. - E, 
The foregoing bald statement scarcely 
does justice to the careful analysis con- 
tained in the volume. Although it is doubt- 
ful if this work will go very far toward 
producting the desired united front among 
monetary economists, it should be given 
careful and thoughtful study by members 
of this group who can scarcely fail to bene- 
fit by such action. 
FREDERICK A. BRADFORD 
Lehigh University f 


Baxxe, E. Wicut. Bonds of Organization. 
Pp. xii, 239. New York: Harper & 
Brothers, 1950. $4.00. 

Starting with the statement that “human 
relations is our big unfinished job,” the 
author proceeds to present the result of a 
systematic study of human relations in a 
large New England Telephone Company. 
He advances the concept of a company 


and union as small society of individuals. 


bound together by a social system which 
has five major elements—the five bonds 
of organization. . 

Each of the five elements is the subject 
of one chapter, and according to the author 
all are important bécause they weld men 
together as partners in production (1. 


Functional Specification); as directors and | 


directed, representatives and represented 
(2. Status System); as givers and receivers 
of information (3. Communications Sys- 
tem); as agents of reward and penalty (4. 
Reward and Penalty System); and as shar- 
ers of a conception of the organization as a 
whole (5. Organizational Charter). Other 
bonds not discussed in the book hut men- 
tioned by the author are technology, serv- 


ices, thoughtways, and the educational sys- . 


tem. 
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“Functional specifications” is defined and 
treated as the system of job descriptions 
and of arrangements for association in 
work-flow operations which tie the function 
of the organization, as a whole, to the func-. 
tions of individuals in the organization 
through the functions of teams. 

The status system is that which ‘places 
participants in a vertical hierarchy of 
authority and deference with respect to 
direction and representation, and the ar- 
rangements by which the relationships in- 
volved are facilitated. 

The communication system is considered 
a helper system to the other bonds of or- 
ganization providing the means by which 
essential information may be transmitted 
from one participant to another in the 
organization. ; 

The reward and penalty system provides 
the means by which desirable behavior is 
encouraged and undesirable behavior dis- 
couraged. 

The organizational charter is discussed as 
the system of ideas and means which con- 
tribute to the concept of the organization or 
society as a whole. 

o I the final chapter entitled “What of it,” 

the author evaluates the significance and 
purpose of his research study and voices 
his hope that it may be a preliminary step 
in the eventual development of principles 
of effective teamwork for scientific or oper- 
ational use. 

In the opinion of the reviewer, Mr. 
‘Bakke and his associates have made a sig- 
nificant contribution to the better under- 
standing of corporate human relations. Out 
of an actual study of company and un- 
ion practices and relationships, there has 
emerged a basis for a philosophy of human 
relations. It is well worth the study and 
consideration of corporate executives, un- 
ionsofficials, and students of the subject. 
Readers should not expect a formula or 
panacea: for their human relations problems 
—but they will find the presentation of a 
logical framework of human relations in- 
formation that can be practically applied to 
both immediate and long-range problems of 
operation. 

Although the language of the book is. 
somewhat technical and the style not too 
easy reading, ‘the reader is rewarded with 
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much informative, detailed, and‘well-or- 
ganized material that gives new insight to 
the nature and good practice of human 
relations. The reviewer believes that this 
book is destined to become a pioneering, 
authoritative source on the subject and 
recommends it. highly ‘to those who are 
seriously interested in the scientific de- 
, velopment of human relations. 
F ` Joun F. MEE 
Indiana University 


Perers, RaymMonp W. Communication 
Within Industry: Pp. xvi, 198. New 
York: Harper & Brothers, 1950. $3.00. 


The author, head of Employee Relations 
Research for the Esso Standard Oil Com- 
pany, participated in a recent study of em- 
ployer-employee communications which the 
company conducted as a basis for improv- 
ing its own program. In the course of this 
study, questionnaires were sent to forty 
selected. companies known to have extensive 
communication programs. Personal visits 
were made to twenty-eight of these com- 
panies. These findings were supplemented 


by a study of the literature, visits to more , 


than a dozen colleges and universities en- 
gaged in human relations research, and 
personal conferences with a number of in- 


dustrial psychologists. The survey covered 


the East and Middle West. 
The book presents a summary of the 


findings of this survey. As such, it closely. 


resembles an extensive and comprehensive 
National Industrial Conference Board Re- 
port. It lists the practices of the Esso 
Standard Oil Company, of the companies 
which responded to the Questionnaire, and of 
those mentioned in the literature. In some 
instances the author comments on these 
practices and the principles which they ex- 
emplify. For the most part, however, they 
are simply presented as current practice. 
Taken as a whole, the book covers the field 
of employer-employee communicaction very 
thoroughly. It discusses the need for com- 
munication, the principal methods now in 
use’ by management and unions, and estab- 
lishes criteria for evaluating a communica- 
tions program. On the other hand, it 


contributes nothing particularly new nor ` 


original, It can best be characterized as a 
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quite complete and entirely uncritical com- 
pendium of contemporary practice in the 
field of employee-employer communication. 

The chief weakness of the. book is its 
failure to provide adequate critical evalua- 
tion of the findings and techniques which it 
reports. Little or no effort is made to ap- 
praise the relative worth of the methods 
described or the merit of some of the bene- 
fits claimed for them. In a number of in- 
stances, generalizations are made from in- 
adequate data. For example, in order to 
discover what information employers desire 
to communicate to their employees, the 
responses to twenty-two questionnaires are 
shown: (p. 39). These findings are shown 
without qualification as presumably repre- 
sentative of what employers in general be- 
lieve should be communicated to their em- 
ployees. In describing training courses for 
house-organ editors (p. 160), the author 
cites the fact that one course developed 
by a large university included such sub- 
jects as “Factories as Social Institutions,” 
“How Rumors Spread,” and “Group and 
Mass Psychology.” The author appears to 
assume that because these subjects were 
presented by a “large university” they were 
necessarily appropriate and made a worth- 
while contribution. The book contains 
many examples of rather naive and unsup- 
ported conclusions of this character. The 
treatment it offers is essentially a superficial 
one. 

For the beginning student or the working 
personnel man with little formal training 
in the field; the book will be helpful. It is 
clearly and simply written and is well or- 
ganized. It will provide an excellent over- 
view of contemporary beliefs and practices. 
For the more advanced student, its con- 
tribution will, as has been said, be negligible 
because the book says little that has not 
been said before, and for the most part 
previous writers have been much more 
analytical in their evaluations of the mate- 
rial presented. 

Rogert N. McMurray 

Chicago, Illinois 


Corey, Lewis. Meat and Man: A Study 
of Monopoly, Unionism, and Food Policy. 
Pp. x, 377. New York: The Viking 
Press, 1950. $4.50. 
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This is a general study of the meat in- 
dustry: its history, livestock growing in the 
United States, meat packing with especial 
attention to the policies and “monopolistic” 
position of the Big Four (Swift, Armour, 
Wilson, and Cudahy), public policy and the 
antitrust suits, the retail trade in meats, the 
history of the meatWorkers’ unions, the 
social performance of the industry, and 
world food possibilities. Professor Corey 
has performed a notable work of compila- 
tion: he has a gift for choosing the in- 
teresting and relevant. It.is, therefore, a 
highly readable volume, and is likely for 
some years to be the best popular guide to 
the industry. 

The author has a humane sympathy for 
the lot of the packing house employee, 
which has been hard enough; and a sym- 
pathetic concern with the progress of un- 
ionization. The policy of the Amalgamated 
Meat Cutters and Butchers Workmen is 
presented as in general friendly and co- 
operative toward management, though on 
occasion in its history it has waged bitter, 
often bloody, struggles when peaceful bar- 
gaining was unsuccessful. 


During the past quarter century there 


has been a steady growth of independent 
packers, despite opposition of the Big 
Four. Their expansion in local areas has 
been based soundly on avoidance of traris- 
portation charges to major centers, Chicago, 
St. Louis, and others, and cost of keeping 
livestock and weight loss involved in ship- 
ments there. Corey notes that earnings 
rates of the independents are higher than 
those of the Big Four, and, for medium 
sized packers, more stable. The huge size 
of the Four, he reasons, is not motivated 
* by increased efficiency but more for ad- 
vantages of monopoly and of financial 
power. Despite such advantages, lower 
profits to the Big Four would not ap- 
preciably lower the consumer’s ‘meat bill, 
since their rate of profit has seldom ex- 
ceeded 1.4 cents on the dollar, which means 
less than 7 cents on a family’s weekly meat 
bill (p. 199). Professor Corey recommends 
that the Big Four be made into public 
utilities on the Tennessee Valley Authority 
models and presents interesting policy pro- 
posals ‘for the functioning of the resulting 
public corporations. In my opinion he does 
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not prove his contention that economic 
benefit would accrue to the public from this 
change. I think his case would have been 
stronger if it had been given a political cast, 
that there are limits in a political democ-° 
racy on the size of concentration of 
economic power. f 

His economic case fails, in part, for one of 
a number of weaknesses in economic analy- 
sis that will worry economists who read 
the book. We are told that competition for 
profit generally does not lead to consumer 
welfare (p. 233). I would rather assume, 
with Adam Smith, that in general it does, 
and require evidence shown in special cases 
that it does not. We are told too that 
competition cannot “rationally set prices 
where it does work” (p. 239). Here again 
an easy economic reasoning gives a strong 
presumption in the opposite direction, and 
special assumptions must be made if 
Corey’s thesis is to hold. The reader with 
conventional opinions in favor of uionism 
would go away from the book as he came, 
with the impression that only union ac- 
tivity can raise wages. Is supply of and 
demand for labor to be lost from view? 
And is there no more than “an element of 
truth” in the influence of supply and de- 
mand on the price of meat (p. 185)? 
“Monopoly” is used loosely: in what sense 
are the Big Four monopolists if their profits 
are so low, and if the independents’ are 
conquering an increasing segment of the 
market? The social implications of non- 
price competition are not faced: it can be 
plausibly argued that “monopolistic” com- 
petition is superior to “pure” competition. 
And is it the “drive for bigger profits” that 
“brings a condition of imbalance between 
profit and investment, production and 
consumption,” and periodically results in 
depression (p. 202)? This is a highly spe- 
cialized theory of the business cycle, and 
few professional economists will swallow 
the dose. 

Perhaps I make too much of items that 
will alarm the professional economist. 
Most readers will not be economists: I 
hope they will not assume that its economic 
analysis is generally accepted doctrine; that 
they will look hard at the descriptive mate- 
rial, which seems fairly presented, interest- 
ing, and relevant; and that they will absorb 
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something of the author’s obvious and deep 
concern for policies that will promote the 
general good. 
THEODORE MORGAN 
University of Wisconsin x 


CLEMENS, Ext Winston. Economics and 

Public Utilities. Pp. xii, 765. New 
York: Appleton-Century-Crofts, 1950. 
$5.75. 


The Picie of this book announces that 
its purpose is “to draw together the lessons 
of various fields of study including those of 
economics, accounting, business, law, public 
administration, and government control into 
a single integrated study.” ‘The importance 
of this objective can hardly be exaggerated. 
Tt is most ‘encouraging that it is being 
sought. The extremes of points of view 

. which have developed with regard to public 
utilities and their regulation reflect sub- 
stantially the inability of vitally interested 
groups to speak and understand each other’s 
language and to acquire conversancy with 
each other’s fields of study. 

This reviewer cannot agree, however, 


that “the objective is not, too difficult of 


attainment.” He is convinced that in- 
tegrating, reconciling, and rationalizing the 
content of these several fields of study 
within this area, “however desirable, is an 
exceptionally difficult task. 

It is possible that the failure of this 
book, in many of its parts, to reach the 
objective set forth results from the direc- 
tion of attention to existing institutions, in- 
cluding patterns of thought, methods, pro- 
cedures, and precedents, with relatively 
little analysis in terms of basic and ap- 
plicable principles. 

The treatment of rate base, rate of re- 
turn; fair return, and utility valuation in 
general is illustrative. Regulatory policies 
and practices, administrative fiat, political 


action and negotiation are recognized as. 


actually the determinants of the values of 
utility investments. But the reasonableness 
and fairness of those values are largely 
taken for granted, without: critical inquiry. 

No substantial consideration is given to 
the distinction between cost and value or 
between “fair value” as a legal and as a 
socioeconomic concept. The indicated long- 
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term upward secular trend of the general 
price level is incidentally noted (p. 246), 
but the studies of fair return determination 
proceed as though past and prospective 
price changes were limited to mere fluctua- 
tions. The recognition of the long-term 
change in the size of the dollar is given no 
application in the analysis and interpreta- 
tion of alternative regulatory policies and 
procedures. 

Apparently, no distinction is, made be- 
tween “appreciation” which does and does 
not represent a real increase in the value of 
property, or between “depreciation” as an 
economic fact and as appropriately amor- 
tized original cost. 

The definition of business income and. the 
question. of what should be done to main- 
tain the purchasing power integrity as dis- 
tinguished from the nominal dollar integrity 
of investment has been a subject of dom- 
inant interest among leading accountants 
during the past three or four years. Yet 
these issues are dismissed, without discus- 
sion, by the mere assertion, bolstered by 
reference to an “authoritative” report, that 
“appreciation in the value of property in no 
way alters the amount that should be set 
aside annually for depreciation” (p. 192). 

There is no critical inquiry as to the 
meaning and significance for regulatory pur- 
poses of the results of the conventionalized 
and rigid accounting procedures in the light 
of experienced and prospective economic 
changes. 

The regulatory commission is not as yet 
“the instrument by which the coercive 
power of the state .. . is brought to bear 
with fine precision upon the diverse par- 
ticles of the economic system” (p. 66). 
Perhaps a “fine precision” is too much 
to expect, but even a consistent and reason- 
ably exact balancing of consumer and in- 
vestor interests by government is not to be 
expected in the absence of a general ac- 
ceptance of equitable and economic stand- 
ards. The latter is dependent upon the 
recognition and application of reconciling 
principles. 

The advantages of the “institutional ap- 
proach” to the study of economics and 
public utilities should not be thus limited 
by an uncritical acceptance of existing pat- 
terns of thought or of the institutional 
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framework in which regulation is already 
beginning to be hopelessly frozen. 
J. Ruoaps Foster 
New York University 


BRAUN, Kurt. The Right to Organize and 
Its Limits. Pp. xiii, 331. Washington: 
The Brookings Institution, 1950. $3.00. 
The problems of organized labor are of 

utmost importance in the world today, 

particularly in the United States where the 
workings of the Taft-Hartley Act are under 
close scrutiny. Nowhere has it been more 
difficult to distinguish clearly between the 
rights of the individual and those of the 
group. In order to provide a body of in- 
formation on the present status of these 
questions the author has made a compara- 
tive study of their treatment by the Amer- 
‘ican Federal government, by individual 

states, and by several countries in Western 
Europe where the industrial and political 
backgrounds are similar to our own, 
namely, France, Germany, Sweden, and 
the United Kingdom. The method is both 
historical and analytical. The first section 
explains the rise of labor organizations 
while the second, and longer, one examines 
present problems and practice. 
out there is little in the way of criticism or 
evaluation. The point of view is neutral 
and the emphasis is upon description. 

In the historical section the author tra- 
verses much familiar material while explain- 
ing how in all these countries the modern 
industrial era relieved the wage earners 
from guild and government restrictions only 
to reveal that without organization and 
power the new freedom was of litile use. 
They sought the remedy in combination and 
in spite of hostile theory and interests they 
won the long struggle. The victory was so 
complete that the basic right to organize, 
even in the case of government émployees, 
is no longer subject to question. The con- 
troverted issues now concern the meaning 
of the right and the scope of union activity. 

The major portion of the book deals with 
these live issues, particularly. with com- 


pulsory unionism, the right to refrain from - 


joining a union, freedom of choice among 
unions, and the right to work. Upon all 
of them valuable material is assembled to 
present both the views of labor and man- 
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agement and the policies of governments. 
Often the contrast is great between Amer- 


. ican-and European practice as in the case 


of American reliance upon “union security” 
agreements such as the closed- and union- 
shop and the European confidence in vol- 
untary unionism. Equally American is the 
concept of the bargaining unit, which may 
or may not be a union, where the worker 
finds his individual choice replaced by 
majority rule. : 

While much pertinent material is pre- 
sented, the reader unfamiliar with the sub- 
ject matter will sometimes be confused by 
a certain vagueness of statement about the 
actions of “a large number of govern- 
ments,” “many governments,” or “many 
legislatures,” with these generalizations sep- 
arated by many pages from the’ specific 
examples which give them meaning. 

Cart F. BRAND 

Stanford University 


Surrin, Sipney C. Union Wages and La- 
bor’s Earnings. Pp. ix, 98. Syracuse, 
N. Y.: Syracuse University Press, 1950. 
$1.00. 


Professer Sufrin disavows any intent to 
evaluate the general role of unions. In- 
ferences are rather clear, however, from 
many of his statements. Thus, he remarks 
somewhat sarcastically that before the re- 


„cent rapid rise in unionism naive liberals 


and humanitarians considered the actions 
of unions to be beneficial to labor as a 
class. His main purpose, however, is to 
seek “the answer to a very simple problem, 
‘Have unions, over the long pull, been effec- 
tive in raising general wages?’ ” 

The evidence, he thinks, supports a nega- 
tive answer. Furthermore, it appears that 
union efforts to raise wages are antisocial: 
“If, in fact, trade unions have successfully 
raised wages significantly for long periods of 
time, it would follow that the volume of 
employment and volume of well being of 
the total society as measured in goods and 
services are less than would have been the 
case if such activity had not existed.” 


The comparatively constant secular ratio 


(as distinguished from cyclical variations) 
of labor income to national income is cited 
as indicating the futility of union efforts to 
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raise wages. However, if the aggregate in- 
come is increased, wages rise without a 
change in the ratio. The author, himself, 
in another connection recognizes that un- 
ions stimulate technical improvement and 
productivity, that they are “effective in 
changing the capital structure which does 
result in higher wages,” and that “wages 
tend to be related to the ‘goingness’ or 
general operation of the economy.” 

Union leaders no doubt agree as to the 
importance of the “goingness” of the econ- 
omy. They would claim further that their 
` wage policies are designed at least in part 
to avoid maladjustments in the distribution 
and flow and uses of income, which they 
view as main interferences with the effec- 
tive operation of the economy. Whether 
or not they are well advised as to the na- 
ture and prevention of the maladjustments 
which in the past have retarded production 
(and wisdom varies with union leaders as 
with others), they nevertheless agree that 
a progressive increase in aggregate produc- 
tion is the main source of rising wages. 

Wirt BOWDEN 

Washington, D. C. 


Creamer, DanreL, and -Martin BERN- 
STEIN. Behavior of Wage Rates During 
Business Cycles. National Bureau of 
Economic Research Occasional Paper No. 
34. Pp. 66. New York, 1950. $1.00. 


This small statistical monograph deals 
with two matters: the cyclical behavior of 
wage rates and the parallelism of the cy- 
clical movement of wage rates and average 
hourly earnings. The data analyzed are. 
‘for the period 1919-1939 for all American 
manufacturing as well as for nine separate 
manufacturing industries and the railroad 
industry. British data are for approxi- 
mately the same period and are for all 
manufacturing as well as for seven separate 
manufacturing industries. 

The study confirms the generally ac- 
cepted thesis that wage rates in manufactur- 
ing turn upward or downward a substantial 
number of months after the general level 
of business activity has turned. This lag 
is found to average nine months for all 
manufacturing in the United States and to 
average eleven months in Great Britain. 


243 


This lag is, found not only in manufacturing 


_ in general, but in every one of the indi- 


vidual manufacturing industries. The lag 
in the case of the American railroad in- 
dustry is even more pronounced, being nine- 
teen months or nearly twice the lag found 
in manufacturing. 

That unionism is the chief determinant 


“of the length of the wage rate lag does not 


seem certain since, while the lags at the 
two troughs of the 1919-1939 period are 
greater for unionized Britain than for the 
United States, the lags at the two peaks are 
of the same length for both countries. The 
observations for this period are too few to 
conclude whether the lag period is definitely 
lengthening, but the experience of the rail- 
road industry appears to indicate that un- 
ionism may make the lag longer. 

Most of the data available in the United 
States in regard to wages takes the form 
of reports on average hourly earnings, since 
such figures can be obtained by simply 
dividing total payroll (which reflects over- 
time, shift premiums, bonuses, ahd so 
forth) by hours worked. Statistics on ac- 
tual wage rates are more difficult to as- 
semble. This study answers the technical 
question of whether changes in wage rates 
and hourly earnings parallel each other and 
thus to what extent the latter may be used’ 
in place of the former. It shows that for 
industry aggregates and at the major turn- 
ing points of business activity the turn- 
ing points in average hourly earnings are 
a reliable indicator of turning points in 
real wages. Also it appears, though less 
certainly, that the cyclical amplitudes of 
wage rates and average hourly earnings 
are similar. If true, this means that, with 
the exception of wholesale prices of fin- 
ished commodities, the amplitudes of wage 
rate changes in manufacturing over the cycle 
have been less than those of factory pro- 
duction and employment or of wholesale 
prices. 

This monograph should be of great value ` 
to business cycle discussion. It is typical 
of the high quality statistical research that 
has won for the National Bureau its un- 
questioned preeminence. 

A. MORGNER 

Agricultural and Mechanical College of 

Texas 
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SOUTHALL, Sara E. Industry’s Unfinished 
Business. Pp. xviii, 173. New York: 
Harper & Brothers, 1950. $2.50. i 
Although this very readable little book 

is pointed up specifically to industry, it 

could as well have been entitled “Our Na- 
tion’s Unfinished Business.” All that is 


said about industrial relations and fair em- . 


ployment is almost equally applicable to 
every other situation involving human rela- 
tions—government, education, and labor 
unions, . 

In Part I the author points up the need 
for even greater concern for industrial rela- 
tions on the part of management. Both 
management and labor unions have as- 
sumed that wages or income is the prime 
factor in security for the individual; 
equally important is the status of the 
person in relationship to his associates. 
Even in promotion and upgrading these 
personal factors should be given equal con- 
sideration with ability to do the job. 

In labor-management relations, the ten- 
dency has been to follow the principle of 
compromise. The author points out that 


compromise implies opposing interests and . 


urges the concept of integration. This term 
implies shared interests with both labor 
and management responsible for the quan- 
tity and quality of the product and, as a 
result, of conditions of employment. . 

_ Part II applies these general principles 
of industrial relations to four minority 
groups: Negroes, Jews, Mexicans, and Jap- 
anese-Americans. The author points out 
that they are all Americans but the terms 
are used to identify those against whom 
there is discrimination. Here, too, com- 
promise is not the wise approach but rather 
integration into employment and other 
patterns of community and national life. 

Concrete illustrations are given of dis- 
criminative policies on the part of manage- 
ment and of labor unions. Illustrations are 
also given of concrete efforts to lessen or 
abolish such discrimination and make fair 
employment practices a fundamental policy. 

The author, who has been a member of 
the industrial relations department of the 
‘International Harvester Company for 28 
years, has drawn constantly from her rich 
experience and wide travel. In his fore- 
word, Fowler McCormick, Chairman of the 


. THE ANNALS OF THE AmERICAN ACADEMY 


Board, states: “In carrying Miss Southall’s 
wisdom and influence into ever wider 
fields, this book will perform a useful serv- 
ice and help to bring us closer to the goal 
of ‘equal economic opportunity for all 
Americans.” 
os Francis J. BROWN 
American Council on Education 


MacDonatp, Lors. Compulsory Arbitra- 
tion in New Jersey. Pp. 82. New York: 
Institute of Labor Relations and Social 
Security of New York University, 1949. 
No price. 


This monograph is intended to survey 
the first three years experience under the 
New Jersey Compulsory Arbitration Act of 
1946. After analyzing the law’s provisions 
and legislative history, the author reports 
the results of a study of the cases in which 
it has been invoked. The study goes be- 
yond the record of the cases to include con- 
sultation with members of the arbitration 
boards, the parties involved in the cases, 
and public officials, . 

Few definitive conclusions are ventured. 
Professor MacDonald is justifiably cautious 
‘about generalizations that may be prema- 
ture. The compulsory features of the act 
were in operation during only two of the 
three years covered. An important decision 
of the Supreme Court of New Jersey was 
handed down in May, 1949, barely in time 
to be taken account of in the study. Re- 
cently there was an even more important 
decision of this same court (New Jersey 
Bell, Telephone Company v. Communica- 
tions Workers of America, C.L.O., N. J. 
Traffic Division No. 55 et al. 75 A. (2nd) 
721, October 2, 1950) which changes the 


‘fundamental character of the arbitration 


process under the statute, and renders por- 
tions of the study obsolete. How far 
reaching this latter decision is may be in- 
.ferred- from the fact that it construes the 
law to prevent boards of arbitration from 
considering the issue of union security and 
to prevent unions from striking to gain 
union security objectivies. Arbitration 
-boards functioning under the law are re- 
garded as administrative tribunals subject 
to the same judicial superintendence as 
public administrative agencies. The effect 
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of this conclusion upon the arbitration proc- 
ess may be catastrophic. 

The portion of the study of greatest con- 
tinuing value deals with the views of the 
parties who have been subjected to com- 
pulsory arbitration. Neither companies nor 
unions like it. Both emphatically condemn 
the policy of seizure. Both think the law 
impedes collective bargaining, hurts labor 
relations, and conveys an unfair advantage 
upon the other party. Both seem sure that 
the public arbitrators are biased against 
them. These and other findings concern- 
ing company and union attitudes, if rep- 
resentative, shed much light on the prob- 
able future role of compulsory arbitration 
in this country. 

JOHN Perry HoRLACHER 

University of Pennsylvania 


BAKER, HELEN, and Ropert R. FRANCE. 
Personnel Administration and Labor Re- 
lations in Department Stores, Pp. 145. 
Princeton: Industrial Relations Section, 
Princeton : University, 1950. Paper, 
$2.50; cloth, $3.00. 


During the past fifteen years unioniza- 
tion has achieved some real gains in the de- 
partment store field. In certain cities, a 
majority of the larger stores have bargain- 
ing relations with unions of deliverymen 
and warehousemen, of elevator operators 
and building service employees, of sales- 
people organized in CIO, AFL, or inde- 
` pendent unions, and even, in a few cases, 
of office employees. , 

Today the management policies of de- 
partment stores are much influenced by the 
fact of unionism. With a number of the 
leading stores organized, many more oper- 


ate under the shadow of union organization 


drives. Personnel practices reflect this. situ- 
ation. 

The volume under review is No. 81 of 
the “Research Report Series of the Indus- 
trial Relations Section at Princeton. “Per- 
sonnel Programs in Department Stores,” 
published by the Institute in 1935, serves 
as a bench mark for the present study. 
Very few other works have been done in 
this area. The authors have asked the 
officials of 57 co-operating stores in 31 
cities detailed questions about their present 
personnel practices. After tabulation, the 
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answers have been compared with the 1935 
study of what was being done before unions 
became a factor in the department stores. 
The stores studied are among the larger 
units, with an average work force of 3,500. 

The book is best in its presentation of 
the status and functions of personnel de- 
partments. Personnel, the authors find, 
has been raised in importance in the man- 
agement. hierarchy. Significant changes are 
noted in training within the stores. A 
tendency toward salary plus commission 
as a form of wage payment for salespeople 
seems to be evident. Developments in 
health and employee security and in various 
employee services and recreational pro- 
grams are discussed. Although not the 
subject of comment, the facts presented 
indicate that two-way communication is 
not a general characteristic of department 
stores; messages are sent downward, but 
little value is yet attached to upward com- 
munication. 

Despite the inclusion of “Labor Rela- 
tions” in the title, the work is primarily a 
study of personnel administration. One gets 
little or no idea about the labor relations 
function where it has been established. The 
authors have consulted bargaining agree- 
ments, talked with union officers, and 
studied union papers during their research. 
They present chapters on trends in unioni- 
zation and on the effects of unionization on 
personnel standards and employee relations. 
The growth of department store unions in 
three cities is sketched in an appendix. 
Despite this effort, the picture of the 
unions and of management-union relations 
remains vague and fuzzy. 

The existence of the 1935 study does 
serve as a point of departure; it makes 
possible contrasts which give a dynamic 
note to an essentially descriptive report. 
As it is, one gains an understanding of de- 
velopments and changes in personnel ad- - 
ministration in a representative group of 
larger stores; one does not get a clear view 
of the relations between unions and em- 
ployers in the department store field. 

Joun Newton THURBER 

Cornell University 


O’Connor, ‘Harvey. History of Oil Work- 
- ers Intl. Union (CIO). Pp. xiv, 442. 
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Denver, Colo.: Oil Workers Intl. Union 


(CIO), 1950. 

This is an officially sponsored and au- 
thorized history of the Congress of In- 
dustrial Organizations Oil Workers Union. 
Such histories usually have as their main 
defect an adulatory attitude toward the 
union officialdom. This defect, fortu- 
nately, does not obtain in the present vol- 
ume, for its tone on this score is mainly 
matter-of-fact. Little more, however, can 


be said for the work. It opens with a con-. 


fused and sketchy account of organizing 
attempts and conflicts prior to the found- 
ing in 1918 of the International Association 
of Oil Field, Gas Well and Refinery Work- 
- ers of America as an American Federation 
of Labor affiliate.- The next sixty pages 
cover the history of the union from this 
point to 1950 in a hop, skip; and jump 
‘fashion. Excerpts from convention pro- 
ceedings, scraps from strike stories, ac- 
counts of local union difficulties, squab- 
bles within the International over policy, 
strategy, and structure are tossed together 
without rhyme or reason. The whys and 
wherefores of the internal struggles are no- 
where explored—a mention of the surface 
phenomena is deemed sufficient. Actually, 
the union’s problems were staggering—to 
organize over large geographic areas a 
‘group of rough and ready semi-migratory 
` workers in an industry never noted for 
mincing words or acts in its opposition to 
unionism was no easy task. That any- 
thing at all was accomplished is source for 
amazement, but the story here given does 
not measure up because it cannot be com- 
pressed into a mere sixty pages. 
The’reader of this review may now ask 
what happened to the rest of the 442 pages 
if the author put the history of the Inter- 
national from 1918 to 1950 into 60 pages. 
Except for some pictures of past and pres- 
ent officers and lists of committee mem- 
bers, the rest of the volume is devoted to 
histories of the local unions. These range 
from a few lines to a few pages and gen- 
erally fall into a pattern covering such 
items as charter date, strikes and struggles, 
contracts secured, etc. 
Add it all together and what do we have? 
A history of the International condensed 
almost into meaninglessness, and numerous 
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local histories. The history of the CIO Oil 
Workers remains to be written. This vol- 
ume, with its local stories, may present the 
future historian with useful leads, dates, 
and places. Beyond this, it has little 
meaning. 

i : HERBERT J. LAHNE 
Washington, D. C. 


SOCIOLOGY AND EDUCATION 


FESTINGER, LEON, STANLEY SCHACHTER, 
and Kurt Back. Social Pressure in In- 
formal Groups. Pp. x, 240. New York: 
Harper & Brothers, 1950. $3.00. 


The subtitle of this book is “A Study of 
Human Factors in Housing.” Word has 
been around for several years about this | 
pioneer application of the emerging tech- 
niques of group dynamics to housing, and 
the appearance of the volume has beén 
eagerly awaited. ‘The authors, then at 
the Massachusetts Institute of Technology, 
took as their field of experiment a war 
housing project remodeled by M. I. T. as 
apartments for married veterans. It was 
in some ways an ideal laboratory. The 
project was isolated; the housing units 
were well standardized; and there was 
great homogeneity in the status and inter- 
ests of the inhabitants. The first part of © 
this book is a report on the interrelation 
between housing and social groupings. As 
befits such a pioneer report, the method- 
ology is exposed at a length of interest 
chiefly to fellow experimenters. Questions 
are pursued such as the reasons why most 
of the eight families in one court were at- 
tracted to a nascent community organiza- 
tion, while those in an identical court were 
apathetic or hostile. One of the salient 
findings is that propinquity was the most 
powerful force in the establishment of 
friendships. (Friendship seems to be 
largely equated with “Whom do you seé 
most socially?”.) 

The authors seem to have been so en- 
grossed in tinkering with their new engine 
and in running it around their experimental 
track that they have failed to lift their 
eyes to look at the scenery they were pass- 
ing. They seem to me to have given too 
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little regard to the artificiality of a student 
veterans’ housing project as a specimen of 
a community. Certainly in any enduring 
community mere propinquity would not be 
the chief basis of friendship: there would 
be the bonds of church, amateur theatricals, 


baseball, and a dozen others admitted lack- -` 


ing in the lives of young married couples 
none of whom had the expectation of liv- 
ing in the project more than a year or two, 
and all of whom were heavily engrossed in 
studies that impaired their opportunity for 
rounded social life. 

The second part of the book consists of 
two comments, one by Catherine Bauer, 
expatiating on the importance of the ap- 
plication of this kind of social research 
to housing and community planning. She 
projects what such research might do when 


applied to a living community and .the ` 


kinds of questions of policy in community 
design that such research might help to 
illuminate. She sets forth the criteria that 
must govern such research if it is to be 
useful. ‘ 

The other-comment is by Robert Woods 
Kennedy, an architect with experience in 
the design of housing projects and of 
planned communities. It is an interesting 
presentation of some “Sociopsychological 
Problems of Housing Design” as they con- 
front the practicing architect in the choices 
that he has to make, hoping that he can 
wisely meet the desires and expectations of 
the inhabitants. Mr. Kennedy makes clear 
how far short the authors’ experiment falls 
of giving him clues to the answers to these 
questions. It is a tribute to the authors’ 
objectivity that they offer this comment in 
the same volume with their own findings. 

A student of urbanism is not competent 
to assess the scientific validity of the au- 
thors’ techniques. He can applaud their 
willingness to venture into a difficult field 
and hope that they or their fellows will 
penetrate further in future experiments that 
go beyond the sterilized test tube in the 
laboratory. - 
CHARLES S. ASCHER 
Brooklyn College 


Loomis, CHARLES P., and J, ALLAN BEEGLE. 
Rural Social Systems. Pp. xxvii, 873. 


New York: Prentice-Hall, 1950. $6.75. 
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It is a current vogue to write sociological 
books within a conceptual framework, fit- 
ting what are often wide diversities of ma- 
terial into a scientific unity. This would ap- 
pear to represent a salutary procedure, for 
it seems to forestall the danger of that 
undue dispersion which Schaeffle, Comte, 
Durkheim, and others long ago recognized 
as a possible accompaniment of the division 
of intellectual labor. 

The unifying concept used in this volume 
is the Gemeinschaft-Gesellschaft dichotomy 
of Ferdinand Toennies. By using this di- 
chotomy as a continuum, the authors es- 
tablish a scale of gradient between these 
two systems of social interaction. Social 
systems incidentally are defined as systems 
of “social interaction and the cultural fac- 
tors which structure these interactions” (p. 
5). The elements which they include are 
roles, status, authority, rights, ends or ob- 
jectives, norms, and territoriality. 

Two features about this book stand out 
pre-eminently. First, it represents an ef- 
fort to assemble and-organize a great deal 
of material about rural life and problems 
into a scientific rather than an informa- 
tional unity. This is not an easy task, but 
it is a necessary one, both for an under- 
standing of the rural way of life and for 
the advancement of the science which seeks 
to understand and interpret it. The au- 
thors would seem to have made an excel- 
lent advance in this direction. 

A second feature about this book is its 
readability. As has been said, a wide range 
of material about rural life—the rural 
family, the clique, mutual aid societies, 


` hamlets, neighborhoods, settlements, ten- 


ancy, rural stratification, the church, re- 
ligious sects, rural education, government, 
rural pressure groups, social movements, 
and service agencies—is brought together 
and welded into a readable unity. There is 
an orderliness and systematic kind of think- 
ing in this book which both intrigues and 
stimulates. 

It seems only fair, to both authors and 
readers of this review, to add that the re-. 
viewer is not a rural sociologist. He con- 
sented to review this book because, having 
read it, it seemed to him to represent a ` 
real step forward in our sociological litera- 
ture, and he welcomed the opportunity to 


48 : THE ANNALS OF THE AMERICAN ACADEMY 


say it. In his judgment, this book deserves 
wide usage and is sure to have it. 
James H. S. Bossarp 
University of Pennsylvania 


StorKin, J. S. Social Anthropology. Pp. 
xviii, 604. New York: The Macmillan 
Co., 1950. $4.75. 

Anthropology has, at long last, become 
an accepted discipline in college under- 
graduate curricula. A recent survey indi- 
cates that the number of departments of- 
fering courses in the subject had ‘tripled 
during the last decade. There is reason to 

‘anticipate mounting popularity. A recep- 
tive audience therefore awaits good an- 
thropology texts. : 

The author of the text under review ex- 
hibits diversified reading in the social sci- 
encès and in the humanities.’ He has high 
standards of scholarship. But the fruits of 
his learning are blighted by pedantry. Be- 
cause of his doubtful premise that merely 
to define verbalistically is to know, the 
text teems with definitions (we are told on 
p. 42, for example, in all seriousness, that 
the adjective of custom is customary). 
Ideas and data are formalistically classified, 
and all parts of the book dovetail with de- 
ceptive precision because of the schematic 
nature of its conceptual pattern. Hundreds 
of quotations are assembled and tabulated 
rather than integrated into the text to docu- 
ment and illustrate every generalization 
made. The end product is regretfully a 
peculiarly static, scholastic, and, in parts, 
pedestrian document. : 

The fault is not merely one of exposition. 
The book’s inadequacy arises primarily out 
of the author’s approach to his data. It is 
questionable whether a social anthropology 
which eschews historical perspectives and 
deals only with horizontal social relation- 
ships in different societies can be aught but 
taxonomic. At least this book, by an in- 
dustrious teacher with a full grasp of the 
data in the-field, has not demonstrated the 
contrary. eS 
BERNHARD J.» STERN 

Columbia University 


Newcoms, THropore M. Social Psychol- 
ogy. Pp. xi, 690. New York: The 
Dryden Press, 1950. $4.50, : 


Professor Newcomb’s Social Psychology | 
is divided into seventeen chapters. There 
are two introductory chapters on the na- 
ture and scope of social psychology, fol- 
lowed by five chapters on motives and atti- 
tudes. Two chapters discuss social norms, 
and role behavior and the self. There are 
four chapters devoted to the topics of indi- 
vidual personality and group membership. 
Beginning with the motivation of social be- 
havior in the individual, Newcomb’s analy- 
sis implicates the individual in progres- 
sively more complex group relations. The 
work as a whole is well-written and should 
be stimulating as a textbook. `. 

Newcomb’s work is a deliberate attempt 
to integrate a psychological position and a 
sociological position; he says in the pref-. 
ace that he discovered he could not be 
“an-adequate teacher. of human psychology 
without becoming a bit of a sociologist, 
too.” He tries to weave psychological, so- 
cial psychological, sociological, anthropo- 
logical, and psychoanalytic data and con- 
cepts into one texture. To one trained in 
social psychology the result is an eclecti- 
cism that may appeal more to the psycholo- 
gist than to the sociologist or, social psy- 
chologist. I am defining a social psycholo- 
gist as one who is committed to the position 
of symbolic interaction. It is a position 
represented by the writings of J. M. Bald- 
win, C. H. Cooley, G. H. Mead, John 
Dewey, and their followers. Lindesmith’s 
and Strauss’s Social Psychology is a brief 
and consistent exposition of symbolic in- 
teraction. Newcomb’s threads of symbolic 
interactionism, associationism, gestaltism, 
and orthodox and neo-Freudism are simply 
overlaid upon each other. Perhaps one 
reason why his position is eclectic is that 
he is not sufficiently polemical. By this I 
mean that Newcomb is satisfied with a full 
statement of his position, and does not un- 
dertake systematic indication of its sig- 
nificance for understanding human conduct 
through contrast with alternative positions. 

Psychologists since 1943 have been busy 
trying to take Freud into their camp. To 
this reviewer, however, it seems impossible 
logically to effect a synthesis of the prag- 
matist self-psychology, which has been so- 
cial psychology in this country for sixty 
years, with the individualistic psychology 
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of psychoanalysis. As long as the uncon- 
scious and repression are retained as fun- 
damental concepts, Freud and Cooley, or 
Freud and George Herbert Mead, will be 
united only in a shotgun wedding, and not 
in a romantic and voluntary union. John 
Dewey demonstrated this long ago in his 
Human Nature and Conduct. It must be 
said, however, that Newcomb’s handling of 
this matchmaking is vastly superior to S. S. 
Sargent’s recent attempt. 

This review has referred only to an in- 
adequacy of Newcomb’s Social Psychology 
from the position of a symbolic interac- 
tionist. Aside from this, the work is excel- 
lent; it can be said without further qualifi- 
cation to be the best in its field, and likely 
to remain so for some time. 

FRANK E. HARTUNG 

Wayne University 


WILSON, ARTHUR Jess. The Emotional 
Life of the Il and Injured. Pp. 416. 
New York: Social Sciences Publishers, 
1950. $4.75. 

The author, Director of Rehabilitation at 
Grasslands Hospital in New York, sets out 
to call the attention of allied professions, 
particularly the medical profession, to the 


necessity of a holistic approach to each - 


patient, and to write a practical guide for 
the rehabilitation worker. He emphasizes 
. the use of vocational guidance, occupa- 
tional, and psychological therapies. Some 
50 illustrative cases are cited: However, 
the point of each case is not always made 
clear, and the information presented in 
each instance is ‘rarely sufficient to enable 
the reader to make an independent evalua- 
tion. Nevertheless, the variety of prob- 
lems faced by the rehabilitation worker is 
indicated by these cases, and they will un- 
doubtedly serve as guideposts for many in 
the field. Both the professional and lay 
reader will find these aspects of the book 
challenging and interesting. Readers of 
THE ANNALS may find the author’s discus- 
sion of cases involving disability compensa- 
tion especially provocative. Such com- 
pensation, it is argued, is an impediment to 
rehabilitation in many cases. 

The major weakness of the book lies in 
the author’s attempt to do too much. He 
is not satisfied with presenting the promise 


. lished fact. 
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and problems of the rehabilitation field. 
He attempts also to write a miniature 
guide to‘ abnormal psychology. In this, 
the book is superficial, based on inadequate 
evidence, and sometimes misleading. A 
brief review of the psychoanalytic theories 
necessarily turns out to be an oversimplifi- 
cation of the concepts involved. 

The author seems to consider the clinical 
and experimental approaches to the study 
of personality to be exclusive of each other. 
Particularly does he take some experimen- 
tal psychologists to task for their apparent 
disregard of complex human problems and 
their mechanistic approach to personality. 
This is in sharp contrast to his apparent 
attitude toward psychiatrists, whose state- 
ments of belief he often accepts as estab- 
One can understand impatience 
with some experimental psychologists (al- 
though one should keep in mind that basic 
research often appears unimportant at 
first), but it seems exceedingly dangerous 
to reject a more scientific method of in- 
vestigation on this account. The clinical 
approach is, of course, essential in the 
practical problem of helping people in 
trouble; it can also be useful in suggest- 
ing new hypotheses. Proof or disproof of 
these hypotheses, however, is still within 
the province of the experimental methods. 
It is interesting to note, in this connection, 
that, despite the wealth of clinical material 
from which the author draws, no hypothe- ` 
ses: for future research are offered in the 
book. 

These weaknesses, however, are minor 
in view of the book’s principal aim: the 
presentation of practical rehabilitation 
methods. This it achieves admirably. Al- 
though the organization seemed weak to 
this- reviewer, the style of writing makes 
for easy reading. 

Jutrius WISHNER 

University of Pennsylvania 


MERRILL, Francis E., with H. Warren 
Dunnam, ArNotp M., Ross, and PAUL 
W. Tappan. Social Problems. Pp. ix, 
425, v. New York: Alfred A. Knopf, 
1950. $4.00 trade; $3.00 text. 

In many American colleges, the under- 
graduate is introduced to Sociology through 

a semester course consisting of elementary 
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concepts and theories, which is followed by 
a problems course in the second semester. 
For this latter course, Professor Merrill 
and his associates have “tailored” a book 
to order. It is, as the introduction states, 
“a core book” to provide the basis of a 
semester course in social problems. It con- 


sists conveniently of 16 chapters, and, in- 


stead of attempting to cover the entire 
range of social pathology, confines itself to 
five projects or groups of problems. The 
first, by Mr. Merrill, sets forth the frame 
of reference for the study of social prob- 
lems in general; the second, by Mr. Dun- 
ham, concerns itself with personality prob- 
lems; the third, by Mr. Tappan, deals with 
problems of delinquency; the fourth, by 
Mr. Merrill, is devoted to the problems of 
the changing family; and the fifth, by Mr. 
Rose, surveys the problems of American 
minority groups. 

-Is this a good selection? Is it an effec- 
tive combination? These are questions pri- 
marily of judgment in pedagogy, and the 
answers may vary conceivably from one 
institution to another. The present re- 
viewer would answer both questions in the 
affirmative. Certainly there can be no 
doubt concerning the importance of the 
problems presented, or the effectiveness of 
their presentation. If, on the one hand, 
there is nothing essentially new in this vol- 
ume, it is, on the other, a useful, teach- 
able, and interesting organization of estab- 
lished material on major social problems. 
The book should have wide usage. 

James H. S. Bossarp 

University of Pennsylvania 


Coutu, Water. Emergent Human Na- 
ture. A Symbolic Field Interpretation. 
Pp. xv, 432, xii. New Vork: Alfred A. 


Knopf, 1949. Trade $5.00; text $3.75. - 


Recent books on social psychology are 
obliged to follow the most recent develop- 
ments in meaningful research and of suc- 
cessful formulations. Among these are the 
contributions of the psychodynamic and the 
topological approaches. Dr. Coutu in his 
new text “Emergent Human Nature” leans 
entirely on the topological techniques. 

Insofar as the author has accepted the 
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topological form of representation, he does - 
an excellent job of defining the various in- 
teracting fields. However in the practical 
implementation of his frame of reference 
the author is obliged to invent some clumsy 
constructs. Tendency is regarded as a ba-. 
sic vector of behavioral analysis, and since 
he is committed to a Galilean and not an 
Aristotelian position, he adds “in situa- 
tion.” By condensation we have “tinsit.” 
By such devices the author thinks he is de- 
scribing interaction. The reviewer thinks” 
not. .One can no more describe interaction 
in this manner than one can tell why two 
armies are fighting from a plan of the de- 
ployment of the two contending armies. 
However if we take Dr. Coutu’s text on 
the basis of what he actually succeeds in 


. doing, we have here an- excellent descrip- 


tion of the factors that enter into social in- 
teraction, with psychology left out. We 
say left out because nowhere in the book 
do we find any effort to define any frame 
of reference for charting human adaptation. 
The concept “dynamic” is reserved for cul- 
tural change, and not to the intrapsychic 
maneuvers which end in what we call 
adaptation. 

Barring these omissions and inclarities, 
we have here an excellent pedagogic text, 
that is likely to prove very useful for be- 
ginners in this complex field. 

ABRAM KARDINER 

Columbia: University 


Bossarp, James H.-S., and ELEANOR S. 
Bort. Ritual in Family Living: A Con- | 
temporary Study. Pp. vii, 228. Phila- 
delphia: University of Fennsylvania 
Press, 1950. $3.50. 

The authors, from previous studies, hy- 
pothecate that a major function of the 


‘family is cultural transmission through per- 


sonality formation and that in this process 
ritual, “core and essence of the family,” 
plays a predominant part. In order to in- 
vestigate this and its implications they 
analyze four hundred family case records. 
Some are from biographies which go back 
a century, and some are field studies of 
current families. This gives them a time 
sequence as well as a body of data for 
examination of ritual in contemporary up- 
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per, middle, and lower class families. The 
analysis centers itself around trends in 
family ritual since 1880, class differentials, 
‘and the importance of ritual to the family 
cycle, to family integration, and to the for- 
mation of character and personality. The 
study is one of the most unique and valu- 
able now available in the field of family 
sociology. In addition its hypotheses, 
methods, and conclusions are basic to the 


whole field of study of character, person- ` 


ality, and social control. It represents a 
most important contribution to basic analy- 
ses of the unconscious mind. 

The authors find that ritual is basic to 
the internal life of the family. Ritual con- 
cerns everyday things from washing hair 
and eating eggs to seating arrangements 
and doing the dishes. These pedestrian 
processes transmit culture and values and 
control character and personality. In these 
ritualistic common things basic values and 
results of family experience are transmitted 
into the unconscious mind. Each coming 
generation selects from the old and forms 
a new ritual of its own. Our alleged decay 
of family functions is largely a change in 
the objects of ritual organization rather 
than any decrease of the work of the 
family. Middle and upper classes have 
more family ritual than lower and hence 
more character-producing machinery. 

The study is pioneering in nature. This 
is recognized by the authors who use a 
great deal of humility in their. presentation. 
They point out that family sociology in the 
United States exists because students de- 
mand it and not because of particular inter- 
est or competence in the field by the mem- 
bers of the academic bureaucracies. They 
indicate that most of the two thousand pro- 
fessional lectures on family matters tell a 
student how to get married but not what 
happens in the next fifty years as a result 
of that important decision. The work be- 
gins to shed light on homogamy in cultural 
mating—the necessity for some ritualistic, 
and hence value, synthesis. - It also offers 
some basic data for the understanding of 
the increasing cultural fragility in a society 
which is subject to continued and extremely 
rapid class mobility. Further, it inadvert- 
ently throws some light upon the reasons 
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for and the meaning of the differences in 
sexual athleticism as brought out in the 
Kinsey report. š 
CARLE C. ZIMMERMAN 
Harvard University 


REIWwALD, PAUL. Society and Its Criminals. 
Translated and edited by T. E. James. 
Pp. xix, 315. New York: International 
Universities Press, 1950. $4.50. 


This book is an attempt to explain the 
characteristics of the criminal law and its 
administration in terms of the emotions 
which the phenomenon of crime evokes in 
the general public, the court personnel, and 
the criminal himself. Based on psycho- 
analytic theory it interprets society’s strug- 
gle- with the criminal as a mechanism of 
defense against those motivating forces 
which social persons try to keep in check 
within themselves. The occurrence of’ 
crime is seen as a stimulus for an outbreak 
of these repressed tendencies calling forth 
an intensification of the mechanism of de- 
fense and thus leading to behavior mani- 
festations in law enforcement which are 
irrational’ and thus doomed to. ineffective- 
ness. 

The mechanism of defense, which ac- 
cording to the author is here at work, is 
projection. In nonanalytic terms this phe- 
nomenon could be described as the attempt 
of a person to deny the existence of parts 
of his own feelings by ascribing them to 
other persons. Being an unrealistic tour 
de force, it gives that person a distorted 
picture of himself as well as a distorted 
picture of the person upon whom he pro- 
jects those parts of his own psyche of 
which he disapproves. Social persons as 
well as the criminal are seen by the author 
as employing this mechanism and thus pro- 
ducing a vicious circle which prevents a 
solution of the crime problem. 

It is the author’s thesis that the law 
abiding members of society have to fight 
the criminal in order to keep their own 
criminal impulses in check. Thus obedi- 
ence to the law could not be maintained by 
the social majority if no criminals were 
available upon whom law abiding persons 
could project their own forbidden urges. 


‘In consequence, social persons react to the 
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„antisocial in such a fashion as to assure the 
continued existence of criminals in their 
midst. 

This thesis is elaborated with brilliance 


in the discussion of many phenomena usu-. 


ally disregarded in scientific investigations 
-of crime and punishment. Chapter head- 
ingSsuch as “The Resistance of the Law- 
yer to Psychology,” “The Judge and the 
Father,” “The Criminal in Phantasy,” “The 
Psychology of the Crime Novel,” and “Ag- 
gression in the Criminal Law” may give an 
idea of the unorthodox but interesting areas 
of thought which readers will find in this 
book. 

By way of critical comment, this re- 
viewer would like to make the following 
remarks: Although the book is full of 
stimulating ideas and presents a wealth of 
material in their support, it is not written 
along the lines of controlled research. The 
observations of the author are keen but 
the eyidence presented is illustrative rather 
than conclusive. To the person not allied 
with the psychoanalytic group in this coun- 
try the ideas of the author will fre- 
quently appear irritating and unsound. To 
the person who has accepted psychoanalytic 
theory they will present variations of a 
theme which he knows and likes. This re- 
viewer hopes that they will serve a third 
function, namely, that of providing social 
scientists with a wealth of stimuli for re- 
search. Given the necessary controls and 
measurements, the hypotheses contained in 
the pages of the book could produce many 
worth-while investigations in criminology 
and penology’ within the research climate 
of this country. 

Orro POLLAK 

University of Pennsylvania 


MIīmanovicu, CLEMENT S. Principles of 
Juvenile Delinquency. Pp. xi, 138. Mil- 
waukee: Bruce Publishing Co., 1950. 
$2.00. R 
Assisted by his students who did “some 

of the writing,” -Dr. Mihanovich has writ- 

` ten a short but comprehensive text on de- 

linquency. Although the book has only 124 

pages, exclusive of the front matter, bibli- 

ography, and index, all the usual topics are 
covered; in addition there is a chapter 
called “Evaluation of Principles” in which 
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the literature on delinquency is discussed 
and appraised from a Catholic standpoint. 

Under the circumstances a good deal of 
condensation was obviously necessary and 
some may feel that the treatment of cer-. 
tain topics is too brief to be very helpful. 
For example, the section on “Mental 
Causal Factors”: in delinquency (pp. 38- 
42) effectively puts across the point that ` 
the emotional and ideational life of the 
child is somehow important in the genesis 
of delinquent behavior; but in four pages 
it is impossible to give an adequate idea of 
the nature of the connection. The book 
gives little insight into the explanation of 
delinquency developed by psychologists and 
psychiatrists. A good many other sections 
suffer from a similar brevity. To say this 
is not necessarily to criticize Dr. Mihano- 
vich. An author who decides to treat ju- 
venile delinquency in such brief i ase 
cannot hope to be thorough. 

Dr. Mihanovich strikes out along no 
new paths. He confines himself—quite de- 
liberately, it would seem—to the exposition 
of the standard literature. A rough tabula- 
tion made by the reviewer shows that the 
five most frequently cited references were 
published between 1932 and 1939. Of 
seventeen refererices starred in the bibli- 
ography as “generally accepted or standard 
books,” only two were published later than 
1940. The professional worker will find 
little that is new or stimulating, and the 
college teacher will find the treatment too 
sketchy for classroom purposes. Probably 
the book’s chief appeal will be to the gen- 
eral public, particularly the Catholic pub- 
lic, as a sane and balanced review of the 
accepted literature on delinquency. To 
such readers it may be safely recom- 
metded. 

Paur HANLY FURFEY 

The Catholic University of America 


Stott, D. H. Delinquency and Human 
Nature. Pp. viii, 460. Dunfermline, 
Fife, Scotland: Carnegie United King- 
dom Trust, 1950. $1.00. 

This monograph contains data intended 
to verify the principal hypothesis that de- 
linquent behavior or, as the author prefers 
to call it, delinquent breakdown, “is an 
escape from an emotional situation which, 
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for the particular individual with the vari- 


ous conditionings of his background, be- 
comes at least temporarily unbearable” 
(page 10). Stressing the need for more 
than correlational and control-group studies 
of delinquents, Stott sets before himself 
the task of finding out how precisely such 
factors as have been found associated with 
delinquency, through the use of purely 


empirical techniques, operate in producing. 


delinquent behavior. To know that many 
delinquents come from broken homes, the 
author contends, tells us little or nothing 
about the actual effects of broken homes 
upon the delinquent and: his behavior. 


The data employed.in verification of the - 


principal- hypothesis noted above are de- 
rived from an intensive study of 102 de- 
linquent males between 15 and 18 years of 
age. These youth had-been committed to 
an unnamed school, “somewhere in Eng- 
land,” by the courts after it became -obvi- 
ous that extramural treatment efforts would 
be inéffective. The group studied consisted 
_for the most part of persistent offenders 
who were selected for study in the order 
of admission into the school. 

The author lived in the school during 
the period of study and came to be ac- 
cepted as a member of the school staff. 
The opportunity thus offered made it pos- 
sible for Stott to have frequent and ex- 
tended contacts with the youths selected 
for study. g 

The data of the study were principally 
collected through interviews with -the 
youths and their parents. These data were 
later employed in the systematic diagnosis 
of delinquent behavior. In general Stott 
found that delinquent behavior seemed to 
spring from five main “motives,” namely: 
(1) Avoidance-excitement; in which de- 


linquency is called the result of seeking” 


after excitement in order to keep “at bay 
what was. to him [the delinquent] an 
anxiety too poignant to’ be faced” (page 
> 352). (2) Resentment directed against 
parents; delinquency is- here regarded as 
an act of spite or resentment against the 
boy’s parents. (3) Delinquent-attention; 
aimed at testing the loyalty of one’s par- 
ents by resorting to crime. (4) Removal 
from home; wherein delinquency is re- 
sorted to as means to secure such removal. 


_ sear 
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(5) Inferiority-compensation; as the term , 
implies delinquent acts are the result of at- 
tempts to compensate for feelings of in- 
feriority. This list of “motives’* should 
be suggestive of the author’s theoretical 
orientation. 

The degree to which the “motives,” or 
factors, or whatever one may choose to 
call them, will be found acceptable as ex- 
planations of delinquent behavior will de- 


-pend upon the degree to which one be- 


lieves that Stott has succeeded in isolating 
and identifying those variables antecedent 
to ‘delinquency. A review of the materials 
presented and of the data employed to 
explain delinquency throughout the mono- 
graph will, it is believed, arouse in the 
skeptical reader a most fundamental ques- 
tion, namely, What would happen to-Stott’s 
conclusions if some other investigator with 
a different theoretical orientation examined. 
the collected data? Whenever it is neces- 
sary to base conclusions upon data col- 
lected without the use of measuring de- 
vices of known validity and reliability, such 
conclusions will find acceptance only if 
consistent interpretations of the data from 
which they are derived can be made. Stott’s 


‘monograph will, however, be found -pro- 


vocative and stimulating and well worth 
serious study. 
Eto D. MoNACHESI 
University of Minnesota 


Steward, Juran H. Area Research: 
Theory and Practice (Bulletin 63 Social 
Science Research Council). Pp. xix, 164. 
New York, 1950. $1.50. 

Enthusiasts for a new idea like “area re- 
”—T shall not call it a fad, for I con- 
fess to being one of the enthusiasts—are 
prone to make certain unjustified assump- 
tions. 

They take for granted on the one hand 
more agreement with their approach than 
really exists. In the recent Paris confer- 
ence of the historical sciences, only the 
sketchiest of bows was made in the direc- 
tion of area studies. I suspect that out- 
side the ranks of social anthropologists and 
geographers, who themselves do not see 
eye to eye on the subject, the vast ma- 
jority of professors of social science and 
humanities are obstinate opponents of 
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“area studies,” and are sometimes willfully 
ignorant of what is involved. The present 
inquiry can be useful to them and to the 
proponents of the new approach, the more 
so as it is wise and balanced and eschews 
the messianic role. 

Perhaps inconsistently, the 100 per cent 

novelty of the new idea is also assumed, 
although a little bibliographic work would 
show that all does not date from “four 
years ago” nor bear the label and impri- 
-matur of a learned committee on world 
area studies. Chatham House’s recent ex- 
cellent volume “The Middle East” is a 
case in point, for with none of the jargon 
of American methodology, it achieves a se- 
ties of well-rounded descriptions of history, 
politics, and economics, though it is a 
little weak on culture. 

In the first flush of enthusiasm, we too 
readily jump to the conclusion that no 
further improvements are needed. One 
can only be shamefacedly grateful to Pro- 
fessor Steward for having shown so con- 
clusively that as usual there is plenty of 
room for improvement. His straightfor- 
ward admission that community studies— 
the kind he as an anthropologist knows 
best—often fail “to treat communities 
within their larger context” will do the in- 
group good, and perhaps will win some 
friends who prefer honesty to four-flush- 
ing from among the out-group. 

The naive souls who want merely enter- 
taining tales of natives will get a salutary 
jolt from Mr. Steward’s cumbersome insist- 
ence that good area studies must be inter- 
disciplinary (not uni- or multi-disciplinary), 
and that they must take a hundred hy- 
potheses from the social sciences and sub- 
mit them to the rigorous process of cross- 
cultural validation. 

Anthropology knows well enough that 
field work in a limited area is an indis- 
pensable part of training; international re- 
lations is falling in line with a new require- 
ment-of regional specialization. May Allah 
grant that some of the people who ought to 
read this little book should do so, and 
come to a realization that history, litera- 
‘ture, and fine arts might learn something 
from the anthrpologists, I hope they will 
not be deterred by a certain abstractness in 
the treatment of a subject which sup- 
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posedly woos and wins by an unequalled 
concreteness. ‘ 
W. Rex CRAWFORD 
University of Pennsylvania 


Younec, PAULINE V. Scientific Social Sur- 
veys and Research. Pp. xxviii, 621. 2nd 
ed. New York: Prentice Hall, 1949. 
$6.35. 


This book is a second edition of a vol- 
ume first published in 1939. There has 
been considerable improvement in the style 
of type and printing which meets an ob- 
jection that might have been raised due to 
the change in price. The general organi- 
zation of the book has been somewhat 
changed by shifting certain chapters into 
a more logical sequence. A new chapter 
on social surveys and research in present 
day social work has been added by Dr. 
Maurice J. Karpf. This has added a sig- 
nificant feature to the book. Considerable 
new material has been added to Chapter 
IV dealing with nature of scientific social 
study as well as the addition of several 
new pictures of persons who have been 
significant in the field of social research. 
The four chapters (XIII, XIV, XV, XVI) 
by Dr. Calvin F. Schmid have been ex- 
tensively revised and improved. It is often 
difficult to revise an excellent book and im- 
prove it by a revision. However, this very 
useful book has been definitely improved 
by its revision and will undoubtedly con- 
tinue to be of value to students of social 
research for some time. 

M. C. ELMER 

University of Pittsburgh 


New Yorg STATE COMMISSION AGAINST 
DISCRIMINATION, THE. Report of Prog- 
ress, 1949. Pp. 99. New York, 1950. 
No price. 


This fifth annual report of the New 
York State Commission Against Discrimi- 
nation (SCAD)—thé first statutory state 
agency authorized to combat discrimina- 
tory employment practices—may be noted 
in three areas: 1) The continued existence 
of the agency, supported by state funds, 
and its experience with employers, labor 
unions, and the general public indicate sub- 


Book DEPARTMENT 


stantial acceptance of the idea of fair em- 
ployment within the state; and despite the 
tendency of fair employment practice agen- 
cies to boast of their ability to function 
without public hearings or resort to the 
courts,-the New York Commission 2) was 
compelled to order its first public hearing 
and 3) take steps to proceed in the courts 
“against recalcitrant employment agencies 
by way of criminal proceedings to enforce 
its regulations.” 

During 1949, under its educational pro- 
gram, the agency’s citizen councils were in- 
creased to 10, located throughout the state; 
its films had 3,087 showings before an esti- 

. mated audience of over half a million; its 
literature was distributed to a variety of 
groups to a total of 312,082 pieces; its 
speaking engagements numbered 437, and 
its radio broadcasts were heard in 41 pro- 
grams, many on networks. Notwithstand- 
ing such outreaches, no organized opposi- 
tion to SCAD’s program has developed— 
an indication, it seems, of acceptability. 

Another index of acceptability is evi- 
denced by the fact that of 315 verified 
complaints closed during the year only one 
necessitated the extreme action of ordering 
a public hearing. All others were settled 
by conference, conciliation, and persuasion, 
as had been the 1,596 verified complains 
closed in previous years. 

The notice for public hearing (although 
the hearing was never held since the re- 
spondent decided to settle by conciliation) 
was a good thing for the Commission, It 
reminded SCAD, its friends, and its foes, 
that the agency has other enforcement in- 
struments besides the procedure of .con- 
ference, conciliation, and persuasion; it 
showed the Commission not afraid of an 

` adamant offender, and it undoubtedly facili- 
tated, or will facilitate, the settlement of 
other cases, where respondents may first 
be inclined to be nonco-operative. i 

Report of Progress, 1949 answers af- 
firmatively and emphatically that a fair 
employment practice (FEPC) law—strong 
alike in regulatory and educational au- 
thority—can work, and that a full-time 
agency is needed if its objectives are to be 

. achieved in fact, and constructively. 

G. JAMES FLEMING 

Yonkers, New York’ 
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POWDERMAKER, Hortense. Hollywood, the 
Dream Factory—An Anthropologist Looks 


at the Movie-Makers. Pp. 342. Boston: 
Little, Brown & Co., $3.50. 


“ While much is made by jacket, preface, 
and text of the assertion that this volume 
is the work of an anthropologist looking at 
Hollywood, in a sometime sequel to a study 
of the Melanesians of the remote island of 
Lesu in the South Pacific, the recorded re- 
sult of Dr. Hortense Powdermaker’s year 
in Hollywood is a report on what “they 
say” at the cocktail hour in the movieland 
capital. 

By way of identification, the author ‘is 
chairman of the Department of Anthro- 
pology-Sociology at Queens College. She 
has been a research associate at Yale, a 
president of the American Ethnological So- 
ciety, and a vice-president of the New 
York Academy of Science. She has writ- 
ten four books and many scientific papers. 
She indicates that her Hollywood research 
was sponsored by the Viking Fund, which 
has an underwriting by Axel Wenner-Gren, 
an international capitalist. 

The author sets forth that she had in her 
Hollywood expeditionary year some 900 
interviews with about 300 persons, none 
named. Her document indicates that she 
heard a lot of lively stories and sharp 


‘ comments, apparently mostly from persons 


x 


who sought to entertain the visiting an- 
thropologist and to repeat their long-known 
dissatisfactions with management in the 
jobs to which they so carefully adhere. In 
essence the total story has been set down 
at length over the years by writers of 
plaints on the “intelligentsia” level, resent- 
ing the basic controls of amusement by the 
common man and the merchandisers who 
serve him. 

Inevitably Dr. Powdermaker found much 
that was wrong and unreasonable about 
movie making and rhovie masters in Holly- 
wood. She did not however make an an- 
thropological analysis of the influences on 
elements of our national culture, religions, 
racial admixtures, and economics. 

She did generalize however about the 
executives who have built the industry: 
“The majority of them are in their pres- 
ent positions of power because they were 
lucky in getting in on the ground floor. 
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. . . They do not seem to have the plan- 
ning ability, acumen and ‘commonsense of 
executives of other industries. Unlike 
many other business executives they have 
‘little knowledge of the actual consumers 
of their product... .” 

Dr. Powdermaker’s most conspicuous 
findings pertain to sex. “Thé whole in- 
dustry revolves around sex,” she states. 
She finds that sex in Hollywood is both 
“a means of getting ahead” and a form of 
“excitement and fun.” She laments that 
Hollywood sex life does not have the ro- 
- mantic quality of true Bohemianism. She 
also declares that men of influence in 
studioland are subject to a plethora of 
feminine offerings.’ The text is perfumed 
with some anonymous case notes. It is her 
opinion that the sex lures do not really 
pay off on the average. She records 
miscegenation and makes observation on 
the possibilities for the homosexual deviate. 
The Kinsey-color is to be expected to en- 
courage certain sectors of the fan press. 
This element is the nearest to anthropology 
in the book. One touch of far Lesu comes 
in this context when she remarks that the 
Melanesians forbid sexual indulgence be- 
fore fishing expeditions. Apparently the 
sports do not mix, down there. 

à Terry RAMSAYE 

New Canaan, Connecticut 


Coon, CARLETON S., STANLEY M. GARN, 
and Joser B. BIrDSELL. Races: A 
Study of the Problems of Race Forma- 
tion in Man. Pp. xiv, 153. Springfield, 
Il: Charles C. Thomas, 1950. $3.00. 
This monograph, chiefly engineered by 

Professor- Coon as the first volume in the 

series of American , Lectures in Physical 

Anthropology, is notable for its offering of 

a rather new concept of race and a new 

taxonomy of human races. 

Race as conceived of here is a dynamic 
concept, having its origins in the classifi- 
catory practices of biologists, to whom 
“ ..a race is a collection ... of indi- 


viduals of both sexes, definitely associated: 


with a place or region, habitually inter- 
breeding, and possessing an historical con- 
tinuity in the reproduction of a general 
type.” Thus, races are populations which 


- differ in terms of somatic phenotypes at 
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the time of measurement as the result of 
various formative influences to which they 
have been subjected and to which they have 
adapted in the course of their evolutionary 
development. As new determinants are in- 
troduced by exogenous marriage through 
technologically decreased barriers to travel 
or the breakdown of ‘class lines and by 
mutation, the composition of such popula- 
tions may change and vary. Through the 
differentially selective processes, then, of 
adapting to particular constellations of 
forces like climate,.nutritional factors, and. 
cultural demands, there occur redistribu- 
tions of genetic materials and the tendency 
for groups to become homogenous with 
respect to certain measurable character- 
istics. 

The measurements defining the various 
races given by Coon, Garn,.and Birdsell 
in their suggested taxonomy are established 
by the assignment of scale values on three 
modalities: 1) evolutionary status—differ- 
ences in size of teeth and jaw, skull thick- 
ness, brow-ridge size; 2) body build— 
height, weight, chest girth; and 3) special 
surface features—skin color, facial convolu- 
tions. The scaling of evolutionary status 
has, to do with the survival of features 


- characteristic of early hominoids. Body 


build seems intimately linked from the 
evidence cited to adaptations to mountain-. 


_ous or desert habitats and to certain cul- 


tural requirements like buffalo hunting, 
whereas the special surface features ap- 
pear to be related to adaptations to such 
factors as heat, light, and cold. 

From this scaling procedure is educed a 
tentative list of thirty races which are not 
to be confused with the usual groupings of | 
so-called racial “stocks” under the rubrics 
of Negroid, Mongoloid, Caucasoid, Austra- 
loid, Polynesian, and American Indian. 
Coon and his collaborators point out that 
these names are “convenient labels” but 
that they are “generalized, arbitrary, ten- 
tative, and . . : misleading. They suffer 
from ... oversimplification, and from the 
implication of genetic relationship.” 

This excellent little book, then, does the 
sizable service of developing a promising 
if as yet incomplete scheme for the classifi- . 
cation of human differences in a way that 
successfully renders irrelevant the heredity- 
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environment controversy and by-passes 
most of the emotion usually connected with 
such systematizing efforts. The writing is. 
of a rare order of clarity, and a wealth of 
supporting evidence is presented. 
EDWARD JosepH SHOBEN, JR. 
Columbia University 


. HOLMBERG, ALLAN R. Nomads of the Long 
Bow: The Siriono of Eastern Bolivia. 
Pp. 104. Washington: Smithsonian In- 
stitution, Institute of Anthropology, 1950. 
65 cents. 

This is an excellent example of a rela- 
tively new type of ethnographic documenta- 
tion which results from the direction of 
special attention to the psychological and 
sociological dynamics of cultural functions 
and developments in a particular society. 
It is the kind of research that requires a 
cross-disciplinary approach such as training 
in anthropology, psychology, and sociology. 
Dr. Holmberg represents an integration of 
social anthropology, psychology, and psy- 
choanalysis as well as considerable knowl- 
edge in sociology. He has thus produced 
a compact, vivid, and insightful account 
of a preliterate people—the Siriono of 
eastern Bolivia—who probably represent 
one of the most backward cultures in the 
world today. 

These people are living under the crudest 
conditions, in a “naked and raw” state of 
existence, hard-pressed by the emergencies 
of life, constantly on the move, and 
“perennially hungry,” although rarely ever 
to the point of starvation. They appear to 
exist under circumstances which force them 
into continuous preoccupations with the 
basic and rudimentary satisfactions of life, 


such as food, sex, shelter, rest, and recrea-, 


tion. And there appears to be no doubt 

- but that the hunger drive plays a very 

dominant role in the culture pattern and 
ethos. 

For an ethnologist as familiar as Dr. 

Holmberg is with the varieties and com- 

plexities of ‘culture in most societies, the 


Siriono are bound to appear to be diš- . 


tinguished chiefly by their lack of the char- 
acteristics of culture that are so-commonly 
found elsewhere. Indeed, one of the most 
interesting and revealing aspects of the 
document is the continuous listing of cul- 
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tural items or practices which are found 
to be absent in Siriono society, a very 


important feature of anthropological report- 


ing which is so often neglected or left 
ambiguous. The reader is as fully informed 
on the cultural components which the 
Siriono do not possess as on the positive 
traits, and this is the best proof that the 
ethnographer knows what to look for and 
why. . 

One may get some impression of the 
thread-bare and rudimentary character of 
the culture by the consideration of such 
a question as this: What would the ex- 
perience of life be like among a people 
who go completely unclad while occupying 
an insect-infested, rain-soaked, bush-laden 
forest, without permanent or _ rain-proof 
shelters, with no implements or weapons 
other than bow and arrow, spear, digging 
stick, hammock, and a few carrying and 
cooking contaniers? What would it be like 
never to have a supply of food for more 
than three days, and: to have to hunt meat 
on the hoof at least every other day? How 
different would life be without any do- 
mesticated animals, even a dog? When 
constantly on the move, what would travel 
mean without any form of land transporta- 
tion other than by foot, and no water- 
craft of any kind in a land abounding in 
lakes and streams? How would it feel to 
be afraid to eat meat without cooking it, 
and yet not know how to generate a fire, 
thus having to transport a firebrand every- 
where, even when swimming streams? How 
helpless would one feel without knowledge 
of counting beyond three, with no weights 


_and measurements, and without any signif- 


icant medical care, even skill in bone-set- 
ting? What would it be like to have no 
doctors or priests, almost no speculation 
about the world or the soul, and no solace 
in the hour of death? How confused would 
one feel with practically no ceremonies for 
the crises of life such as birth, marriage, 
and death? 

With such a continuous list of “neg- 
atives” in cultural components, a raw, un- 
couth, and almost startling realism emerges 


‘slowly for Siriono Society. There is little 


wonder that Dr. Holmberg was struck with 
the sense of a golden opportunity to study 
human motivation in relatively raw and 
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unencumbered states. Here, for example, 
one finds no prestige in Jabor for its own 
sake, and no sense in laboring beyond 
necessity; there are no roots of evil in 
money where trade does not exist; there 
is no etiquette in eating with the supply 
of-food so short; and there is no romance 
in love making or virtue in virginity where 
sex is so free. Practically everything 
verges on raw reality without the fancy 
frills. Even the sick and the aged are 
abandoned in a miéatter-of-fact manner. 
What are the priorities in motivation under 
such circumstances? 

Dr. Holmberg’s conclusion is that the 
hunger drive dominates all other interests 
in Siriono society. He is deeply impressed 
with the observation that a people so 
haunted and harrassed by anxieties about 
food have created a culture which reflects 
this preoccupation throughout. And he is 
quick to sense the compensatory role pro- 
vided by relatively free and easy access 
to sexual satisfactions. This second ob- 
servation leads easily into the generaliza- 
tion that persistent frustrations in hunger 
lead to compensations in sexual satisfaction, 
or vice versa, on the cultural level of 
adaptations as. well as on the personal 
plane of adjustments. 

While this book is replete with the ear- 
marks of studied objectivity, personal de- 
tachment, and scientific caution in general- 
ization, there is a personal intimacy in the 
documentation of situations and the narra- 
tion of events that lends considerable 
warmth and charm to the writing. It is 
a little book that can be recommended 
without qualifications to both the social 
science expert and to the general reader. 

Leo W. Simmons 

Yale University 


Hont, J. McV., and Leonard S. Kocan. 
Measuring Results in Social Casework, 
A Manual on Judging Movement. Pp. 
79. New York: Family Service Associa- 
tion of America, 1950. $1.50. 


Hont, J. McV., MARGARET BLENKNER, and 
Leonard S. Kocan. Testing Results in 
Social Casework. Pp. 64. New York: 
Family Service Association of America, 
1950. $2.00. a 
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Social welfare agencies have long been 
confronted with the problem of evaluating 
the effectiveness of their programs. Evalu- 
ation is a concept deeply imbedded in the 
day-to-day administration and practice of 
social work agencies. Over the years, how- 
ever, very little has been accomplished in 
devising objective techniques by which 
the effectiveness of agency services may be - 


measured. Few have been the studies di- 


rected toward “that end. To be sure, there 
has been a continuous flow of studies and 
surveys in which evaluation of program 
is involved. Such studies, however, have 
not been concerned with designing measur- 
ing instruments, and for the most part have 
necessarily utilized such criteria as have 
developed out of day-to-day practice. 

Consequently, when the question is 
asked, “What kind of job aré the social 
agencies doing in terms of their stated 
purposes?” reliance for the answer usually 
must be placed upon the more or less sub- 
jective evaluations of experts. Such evalu- 
ations have their place and value, and the 
field of social work is not unique in its 
present necessary dependence upon such 
procedures. 

Within recent years, there has been a 
decided renaissance of interest in research 
in social work. This renewed interest has 
undoubtedly been stimulated by increasing 
questions from the community about social 
work programs. More significant in this 
development of research, however, is an 
increasing appreciation on the part of 
social work practitioners and agency boards 
that only through intensive research can 
valid answers be found to questions that 
must be answered if the profession is to 


. continue to develop. Why more evaluative 


t 


research has not been undertaken up to 
this time is a significant and relevant ques- 
tion, but cannot be expanded here. Those 
interested may find a penetrating discussion 
by Margaret Blenkner in “Obstacles. to 
Evaluative Research in Casework,” in the 
February and March, 1950 issues of Social 
Casework. 

The two publications constitute an ex- 
cellently organized report of the most am- 
bitious effort yet made to measure the 
effectiveness of social casework, one rep- 
resenting a considerable investment in time 


Book DEPARTMENT 


and resources. The project was undertaken 
by the Community Service Society of New 
York through its Institute of Welfare Re- 
search which is headed, it is of more than 
incidental interest to note, by a psychol- 
ogist. The task of the project was that of 
determining whether and to what degree 
the social casework services of the agency 
had effected an improvement in the client 
and/or his situation. Since no measuring 
instruments exist for such a purpose, the 
‘major focus of the project was in design- 
ing such an instrument. What finally de- 
veloped out of the collaborative effort, with 
full participation of practitioners, was a 
rating scale based upon workers’ judgments 
of the client’s “movement.” The source of 
data for rating the client on the scale was 
case record material. Movement, a con- 
cept of wide, though not always too precise, 
use in social casework, was defined opera- 
tionally as the change that occurs in an 
individual client and/or in his environ- 
mental circumstances between the opening 
and closing of his case—as judged by a 
trained case worker.: It is anticipated that 
the movement scale will find wide applica- 
tion and that through such application it 
may be further refined. 

A scale to measure “movement” is a far 
cry from the original purpose of the proj- 
ect—that of measuring the effect of social 
casework upon the client. It may, however, 
constitute a-long step in that direction. 
Even so, the project has not only made a 
notable contribution to research methodol- 
ogy in social work, but bas also created 
a useful tool for the social work practi- 
tioner and administrator. 

The two published reports constitute al- 
most a model so far as the reporting of 
method is concerned. Many methodolog- 
ical and philosophical questions—some of 
them quite basic ones—could be raised 
about the assumption, techniques, and 
methods of the project. The authors of 
the study show a keen awareness and ap- 
preciation of the various philosophical and 
` methodological problems involved, and an 
extensive knowledge of theory and practice 
relevant to the construction of such scales. 

Not the least of the values of the project 
for social work is its illustration of how 
productive research may be when ap- 
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proached collaboratively by.research spe- 
cialist and practitioner, and its demonstra- 
tion of the useful results that may be 
obtained through enlisting the knowledge 
and skill of other disciplines in social work 
research. 
ean ELBERT L. HOOKER 
School of Social Work 
University of Pittsburgh ` 


Kasrus, Cora (Ed.). A Comparison of 
Diagnostic and ‘Functional Casework 
Concepts. Pp. 169. New York: Family 
Service Association of America, 1950. 
` $2.00. 


This committee report of able practi- 
tioners, equally representative of two diver- 
gent orientations of social case work, con- 
stitutes the first systematic attempt to 


“combine in one volume a brief statement 
-of underlying premises, principles, and 
methods advocated by workers of both- 


viewpoints. It is highlighted by a com- 
parative statement produced through joint 
evaluation by the entire, committee. While 
the publication includes illustrative case 
material, it appears that no detailed sys- 
tematic identification of differing view- 
points was attempted in its presentation. 
For this reviewer such steps are necessary, 
for it is not at all clear that the case 
material actually reflects the sharp differ- 
ence in orientations claimed. 

The comparative statement was limited 
to statements of basic concepts as pre- 
sented by two subcommittees representing 
the divergent viewpoints. The concepts 
were compared in three areas: first, with 
respect to theoretical assumptions as to the 


nature of personality structure; second, - 


with respect to methods employed in ap- 
praising client need and in extending help; 
and third, with respect to the nature of 
responsibility undertaken in extending pro- 
fessional social work service. 

The comparative statement is summa- 
rized with the following points of agree- 


‘ment: 


“1) That certain apparent similarities be- 
tween the two orientations of practice do 
not represent real likenesses when related 
to underlying premises... . 

“2) That the concepts of personality de- 
velopment and structure, and of the in- 


r 
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fluences that effect change, are widely diver- 
gent. 

“3) That the concept of diagnostically 
based and goal-directed treatment, of which 
the diagnostic group is the proponent, 
utilizes an entirely different method and 
range of techniques from those employed 
by the functional group whose concept of 
the helping process poses an experience in 
form designed to help the client make new 
and: constructive use of self. 

“4) That the element of predictability of 
results based on the development of specific 
treatment measure for identifiable common 
psychosocial problems is a characteristic of 
only the diagnostic orientation. ‘The func- 
tional group poses, as its constant for study 
and evaluation, the dynamics of the helping 
process itself.” 

The committee concluded that the two 
schools of thought and practice cannot be 
effectively reconciled or combined because 
of the nature and degree of differences in 
premises. While ‘this may be a shocking 
conclusion to those who have been trying 
to find a common ground of reconciliation, 
it does suggest, if true, that one or the 
other or both must eventually be eliminated 
in the crucible’ of scientific verification and 
practical application. Social work practice 
is a socially sanctioned art based on the 
science of human behavior. Since social 
workers must work increasingly as members 
of a professional team (doctors, psychi- 
atrists, psychologists, and nurses) ‘whose 
arts are of necessity based on the same in- 
tegrated verities of the social, medical, 
biological, and physical sciences, social 
workers cannot work from irreconcilable 
scientific premises. > 

Aside from the fact that there obviously 
cannot be two divergent and irreconciable 
“sciences,” the complete separation of the 
element of predictability of results, based 
on the development of specific treatment 
measures for identifiable common psycho- 
sociosomatic problems, from the element of 
the dynamics of the helping process itself, 
as maintained by the functional group, 
represents a schism not logical or accept- 

‘able to this reviewer who holds that those 
who would assume responsibility for proc- 
ess must of necessity design and sustain 
a helping process by positing the kind of 
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results for which a given design of process 
has both sanction and validity. Results 
in terms of community sanction would ap- 
pear to be an inevitable, as well as a logical, 
focus for professional effort. In fact, it . 
may be held that the deliberate inclusion of 
some appropriate measure of responsibility - 
for results in combination with appropriate 
r sponsibility for means used to achieve 
these results constitutes a unity of foci 
which is demanded by the public of any 
activity which is accorded the status of 
profession. ‘ i 
The committee, through the Family Serv- 
ice Association of America, has made a 
major professional contribution in that the 
conflict in the field of social work, which is 
reflected in professional education, is now 
out in the open, where objective people: 
can see and deal with the issues more con- 
structively. 
; `W. I. NEWSTETTER 
University of Pittsburgh School of Social ` 
Work 


Nostranp, Howard Ler, and Francis J. 
Brown, (Eds.). The Role of Colleges 
and Universities in International Under- 
standing. Pp. ix, 137. Washington: The 
American Council on Education, 1949. 
$1.00, 


This volume is a report of a conference 
held at Estes Park in June, 1949, under the 
auspices of the American Council of Educa- 
tion in cooperation with numerous educa- 
tional organizations and some of the foun- 
dations. The Cofference considered the 
wide range of problems involved in making 
colleges and universities.more effective in- 
struments for the cultivation of interna- 
tional understanding and for the promotion 
of cooperation among nations. A very 
large part of the report is devoted to the . 
recommendations of the Conference. A 
number of papers presented at the Con- 
ference are also included. 

The recommendations relate to four 
major ways by which the work of colleges 
and universities may be so developed, 
organized, and coordinated as to make a 
more substantial contribution to interna- 
tional understanding and cooperation. 
These are: 
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“(1) Coordination between the campus and 
the outside agencies concerned with educa- 
tion for international understanding; (2) 
. specialized training in international affairs; 
(3) general education of the academic and 


`- surrounding community; and (4) a frame- 


work for international cooperation among 
colleges and universities.” 


In order to coordinate the work of col- 
. leges and universities with one another, 
with the United States Government, with 
voluntary organizations, and with other uni- 
versities throughout the world, a structural 
organization is recommended, consisting of 
a committee on each campus on interna- 
tional education, a national coordinating 
committee, and an international organiza- 
tion of universities. Other recommenda- 
tions deal with the training of specialized 
personnel for positions bearing on interna- 
tional understanding, with modification. of 
the curriculum of general education in 
terms of the need for better international 
understanding, with ways and means of 
making extracurricular activities and pro- 
grams of adult education more effective in 
their contributions to international under- 
standing. Some attention is given, too, 
to specific ways of carrying the recom- 
mendations into effect. 

One is impressed by the critical think- 
ing and social insight that have gone into 
the recommendations’ of the Conference. 
This volume deserves wide reading by col- 
lege and university people and by citizens 
generally. 
Newton Epwarps 

University of Chicago 


AMERICAN CoUNCIL ON EDUCATION. El- 
ementary Curriculum in Intergroup Re- 
lations. Pp. xiii, 248. Washington: 
1950. $2.50. 

This volume is, the fifth of six studies 
which have already been published as a 
“Work in Progress Series” to acquaint a 
larger public with the developments in a 
project in intergroup education (1945- 
1948) sponsored by the American Council 
on Education with funds supplied by the 
National Conference ‘of Christians and 
Jews. The first two studies in the Series, 
Reading Ladders in Human Relations (re- 
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‘vised edition, 1949) and Literature for Hu- 


man Understanding, deal with the use of 
literature from the first through the twelfth 
grade as a medium to develop insight, un- 
derstanding, sensitivity, and involvement in 
the common problems of life which arise 
in the area of interpersonal and intergroup 
relations. Sociomeiry and Group Relations, 
the third publication, is concerned with the 
use of sociometric techniques, especially 
sociograms, in schools to improve group 
life. The most recent addition to the 
studies, With Focus on Human Relations, 
tells in detail what one eighth grade teacher 
has done to help the pupils in her grade 
discover and deal with their human rela- 
tions problems. Curriculum in Intergroup 
Relations: Secondary School and the .vol- 
ume under review are the fourth and fifth 
in the series. -Both record case studies in 
human relations instruction, together with 
some tentative conclusions on principles of 
curriculum development and ways of work- 
ing with teachers, to utilize those principles. 

Elementary Curriculum in Intergroup 
Relations tells how teachers in the _co- 
operating schools learned to identify the 
human relations problems of their children 
and then went about providing the learn- 
ing experiences which enabled the boys and 
girls to improve the quality of their inter- 
personal relations here and now as well as 
to begin equipping them with the under- 
standing, emotional involvement, and skills 
which enabled them to face more complex 
and mature situations with a reasonable ~ 
expectancy of success. The volume is note- 
worthy for its emphasis on starting with 
children and teachers where they are in 
their_understandings, feelings, and skills in 
human relations and on developing these 
components of experience in such a bal- 
anced way that levels of achievement and 
aspiration interact with one another to 
stimulate mutual growth. A variety of 
cases, illustrative of work in each grade 
of the elementary school, describe how 
existing learning experiences were enriched, 
how teachers learned to recognize the steril- 
ity of existing practices, and how studying 
the human relations minds of children re- 
sulted in greater growth not only for them 
but for the teachers themselves. Another 
outstanding feature of this report is the 
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detailed discussion of the need and the way 
of helping children acquire their competen- 
cies in group endeavors and families, 
dances, small play groups, and as com- 
mittee members. This is a most welcome 
emphasis because to date too much of the 
work in intergroup education has been 
concerned with overcoming the effects of 
prejudice. 
there still remains the even larger problem 
“of discovering and formulating the prin- 
ciples to guide us in the development of 
personalities who can function more effec- 
tively in their roles as members of groups 
in an increasingly complex multi-group 
society. The chapter “Learning to Work 
and Play Together” is one of the most 
important in the report. 

Everyone concerned with education of 
children and teachers will find this book a 
delightful and rewarding experience. 

Martin CHworowsky 

Columbia University 


Lec, Rosert D. The Public Library in 
the United States. ‘The General Report 
of the Public Library Inquiry. Pp. ix, 
272, New York: Columbia University 
Press, 1950. $3.75. 

In 1948 the American Library Associa- 
tion requested the Social Science Research 
Council, with funds provided by the Carne- 
gie Corporation, to undertake a survey of 
the public library as an American social 
‘institution, The resulting Public: Library 
Inquiry comprises “an appraisal in socio- 
logical, cultural, and human terms of the 
extent to which libraries are achieving their 
objectives.” 


Half a dozen published books and several . 


mimeographed reports are now summarized 
in this volume by Dr. Robert D. Leigh, 
Director of the Inquiry. The presentation 
is admirably concise, with premises, ob- 
jectives, and conclusions clearly defined. 
Methods and sources are described in a 
chapter which gives evidence of sound 
sampling methods and thoroughness of in- 
vestigation. 

Too complex for analysis here is the 
primary study made, that of mass media 
of communication, and of -the library’s 
position in the communications picture. 
The conclusion is that the library’s natural 


Important as this problem is - 
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audience is not a cross section of the pop- 
ulace, but rather those “whose interest, will, 
and ability lead them to seek personal en- 
richment and enlightenment.” 

The study of library structure, materials, 
and services reveals a wide variation, with 
only a small -percentage of libraries en- 
gaged in activities compatible with an 
“educational” function, Smaller libraries 
have a tendency to accede to popular de- 
mand for current ephemera. One remedy 
is the establishment of larger units of 
service (supported by state aid and sub- 
stantially increased local appropriations) 
whereby municipalities pool their resources 
for joint administration of materials, per- 
sonnel, and services. It is also suggested 
that libraries cease their attempt at com- 
petition with commercial agencies and con- 
centrate instead on providing the “kinds 
and qualities of service that those agencies 
are not equipped to give.” 

In inquiring into the library’s status as 
a unit of government it was discovered that 
“inroads of the spoilsman and the political 
machine” have occurred so rarely as to in- 
dicate an unusual degree of integrity in 
library administration—not,: unfortunately, 
accompanied by the “spontaneous public 
generosity in the matter of public library 
appropriations” which might be expected to 
follow. The discussion of financial support 
notes that the present total national ex- 


‘penditure for public libraries is less than 


one-sixth of one percent of the public 
budget for all public services—an amount 
so insignificant that its doubling would 
cause no national fiscal readjustment! 
Chapters on operations and personnel! in- 
dicate the desirability of a wider applica- 
tion of the principles of quantitative anal- 
ysis of procedures and of job definition and 
classification with a view to increased ef- 
ficiency. ` 

This volume should not fail to interest 
and embolden library. administrators, every 
one of whom should give it thorough study. 
Here is a realistic program, based on sound 
sociological research, which can lead the 
public library toward the attainment of its 
proper role as a significant cultural institu- 
tion in American society. : 

Marcaret A. KATELEY 
Upper Darby, Pennsylvania 
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PHILOSOPHY AND RELIGION 


Lerrey, Ray (Ed.). Value: A Cooperative 
Inquiry. Pp. ix, 487. New York: 
Columbia University Press, 1949. $6.00. 


John Dewey propounded some questions 
about the kind of experiences which we 
call good and bad. The questions can be 
summarized thus: How analyze and in- 
terpret these experiences, more technically 
called experiences of value and judgments 
of value, so as to be able to discover by 
evidence scientifically gathered which judg- 
ments about good and bad, better and 
‘worse, are true and which are false. Four- 
teen men including John Dewey himself 
discuss this problem. They present anal- 
yses and interpretations of value-experi- 
ences and try by criticism of one another 
to reach agreement on the following points: 
(1) What elements selected from experi- 
ences commonly called good and bad should 
be called “values,” “judgments of value,” 
or by other labels to show their proper part 
in these experiences; (2) what elements so 
selected can be examined scientifically in 
such a manner as to distinguish by scientific 
evidence the true and false judgments about 
what is better and what is worse, and what 
will make life better and what will make 
it worse. : 

It has been customary in some circles to 

-contrast on the one hand matters of fact 
that are open to scientific inquiry and, on 
the other, judgments of value that cannot 
be tested by methods of scientific search. 
All of these fourteen men are agreed that 
scientific method can be applied to values 
and judgments about value as truly as it is 
applied to chemical compounds, biological 
organisms, and psychological and social 
processes. Furthermore they agree that 
scientific search into problems pertaining 
to values can yield knowledge that will en- 
able us to judge, much more correctly than 
we are now able, the course of conduct and 
way of life that will issue in enjoyable 
experiences in wider areas of life and will 
be sharable by more people. Of course 
they also agree that knowledge alone will 
not necessarily induce people to make those 
choices that will so guide conduct as to 
increase the good of human living. But 
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knowledge is one indispensable part of the 
problem of making human life better, and 
such knowledge can only be attained by 
scientific method. On these points they 
are all agreed. 

They disagree on how our experiences of 
good and bad and our judgments about 
what is good and bad should be analyzed 
and interpreted. Vet there is at the same 
time a large amount of agreement and a 
converging toward other agreements as a 
consequence of the discussion. The book 
gives promise of promoting such agreement 
and of bringing within the scope of sci- 
entific testing judgments of what is better 
and worse and how to live so as to avoid 
the greater evils and move toward the 
greater good. 

They all agree that application of sci- 
entific knowledge to the attainment of these 
desired ends has been very backward, but 
that the obstacle has not been any intrinsic 
inaccessibility of these areas of experienc® 
to scientific search. The obstacle has been 
the confusion widely prevalent about what 
are those elements of experience properly 
called value and judgment about value. 
Once this confusion is cleared, science can 
be applied to this problem of increasing the 
good in life and avoiding the evil. 

Henry N. WIEMAN 

University of Oregon 


CoHEN, BERNARD LANDE. The Case for 
Conservatism. Pp. 143. New York: 
Exposition Press, 1950. $3.00. 

The author of this book resembles Marx 
in being a materialist. He says that eco- 
nomics forms the apex of the sciences be- 
cause these “in their totality, correspond 
to the world’s industry and wealth.” He 
treats capitalism by historical and contem- ` 
poraneous description and introduces some 
unusual terms, notably “cells” for business 
units. The comparisons he makes are 
mainly with Marx’s ideas and Russian com- 
munism rather than with western socialism. 

People have benefited from capitalism, 
he argues. Not only has wealth increased 
but hardships have lessened, accidents at 
work diminished, and security been afforded 
through insurance companies. The Rus- 
sians are behind in income and have a 
government which Cohen compares with 
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that of the Czars—he speaks of “the court 
of Stalin” aid “the Red emperor,” for in- 
stance. The author refuses to concede that 
socialism or communism can abolish unem- 


ployment in a progressive economy, believ- ` 


ing that only in a stationary society can this 
be achieved permanently. He admits draw- 
backs for capitalism, the “feverish creation” 
of new businesses, many of which fail, in- 
equality of wealth, and oversaving, al- 
though on the last-named he comments that 
the Soviet government itself is “a ruthless 
accumulator.” Cohen sensibly argues that 
the world can exist half slave and half free, 
partly rich and partly poor, part democratic 
and part non-democratic. History bears 
‘this out and it is too often forgotten in 
the heat of contemporary argument. Cohen 
remarks also that it is an exaggerated em- 
phasis on démocracy which leads to our 
asking not whether an act or proposal is 
good. or wise but only whether it is' demo- 
cratic. For himself, he is so thoroughly 
convinced of the merits of capitalistic 
democracy that he advocates democratic 
governments striking “merciless blows at 
every seditious movement,” confiscating the 
property of rich communists among their 
citizens, and imposing “rational and justifi- 
able” limitations on free speech, the nature 
of which he does not elucidate. 

The book lacks the eloquence of Mill’s 
work On Liberty and Hayek’s The Road 
to Serfdom, but it contains some striking 
passages and in general is well informed. 
Aside from emphasis, informed readers will 
find in it little that is new, while economists 
and others will criticize it on some points. 
Most of it runs to description and criticism 
rather than to the argument which its title 
suggests; but the general reader, for whom 

` it is intended, should learn something from 
it. EpMUND WHITTAKER 

Colorado Agricultural and 

Mechanical College 


Busn, GEORGE P., and LoweLL H. Harrery 
(Eds.). Scientific Research: Its Ad- 
“ ministration and Organization. Pp. viii, 
190. Washington: The American Uni- 
versity Press, 1950. $3.25. 
It is evident to everyone nowadays that 
industrial research has become “big busi- 
ness” and has taken its place, in large or- 
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ganizations, alongside the production, sales, 
and other major departments. In fact in 
many cases the competitive position of the 
corporation hangs mainly upon the year to 
year output of the research laboratory. It 
is a little surprising, therefore, that the 
literature of research management is as 
small as it is, considering the mountains of 
material that have been written on such 
subjects as production management and 
sales management. 

In Scientific Research: Its Administra- 
tion and Organization, the editors, Mr. 
Bush and Mr. Hattery, have brought to- 
guther views and advice from many re- 
search administrators. The list of contribu- 
tors is impressive, and this writer has not 
seen a more complete or competent work of 
its kind. There are limits to what one may 
expect to gain by reading such a book, 
however. One may learn all the fine points 
of setting up the organization, of handling 
the red tape of reports, of creating in- 
centives for better work, of setting up and 
meeting schedules, of recruitment, training, 
and promotion policies, and of the hundred 
and one other requirements for a smooth 
running organization. But the payoff ques- 
tions of how to know a good bet from a 
bad one, how to get a good idea, or how 
to furnish leadership, as contrasted to ad- 
ministration, are of course not within the 
province of this or any other book to give. 

As research has grown, especially in the 
past 10 years, from small business to big 
business, the character of its leadership has 
undergone .a change which has its bad 
points as well at its good ones. The in- 
timate and often inspiring leadership of 
the director of the small laboratory has 
given way in many cases to the more im- 
personal hierarchy of directorship which is 
one of ‘the necessary attributes of a large 
undertaking of any kind. Under the latter 
kind of direction, which is the subject of 
most of the discussion in’ the book under 
review, one gains the feeling that, also, 
the-kind of product the research laboratory 
turns out will necessarily be quite different 
from what it was in times past. Where, 
formerly, success depended upon “flashes of 
genius” or ideas of far reaching conse- 
quence, produced by a very few gifted in- 
dividuals, nowadays the product of the 
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well-run lab is a steady flow of countless 
minute advances, made by the relentless 
effort of large numbers of skille *, but rela- 
tively uninspired, workers, under ‘direction 
which is highly streamlined but often not 
worthy of the name of scientific leadership. 
Unfortunately no better way of carrying 
on large scale research has yet been dis- 
covered. 

By way of extreme contrast in the ways 
in which the secrets of nature were eked 
out in days gone by and now, it is interest- 
ing to recall the delightful accounts which 
the great French mathematician, Henri 
Poincaré, has written about his battles to 
solve problems. In one instance, which is 
typical he workéd ‘very hard and con- 
tinuously on a problem for many days, 
thinking of nothing else day and night, until 
he was exhausted mentally. He then de- 
cided to swear off it for a day or two in 
order to recoup. After a- pleasant day of 
his “vacation” spent in a park, succéssfully 
avoiding any thoughts about the problem, 
he was just in the act of boarding a street 
car when the whole solution unfolded be- 
fore him. He makes a great point of the 
belief that the revelation could not have 
come had he not previously gone through 
the many days of exhausting thought. But 
who can say that a hundred present day 
t:chnicians, working séven hours a day and 
watching television by night, could not 
have arrived at the solution as soon? 
Methods change. 


To return to the book under review, , 


modern “mass production” research being 
what it is, anyone connected with that 
flourishing .business would do extremely 
well for himself to read it thoroughly. 
Those interested in reading about research 
for cultural reasons will find the book an 
exceedingly dull affair—to that end the 
writings of such men as Poincaré are much 
more to be recommended. ~ 
H. R. CRANE 
University of Michigan ` 


Forses, R. J. Man the Maker: A History 
of Technology and Engineering. Pp. 355. 
New York: Henry Schuman, Inc., 1950. 
$4.00. 

Here is a book many of us have been 
waiting for—a history of man’s scientific, 
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engineering, and technological achievements 
down through the ages. The opening sen- 
tence on the paper jacket reads: “Here, 
compressed into a single volume, is the 
fascinating story of man’s development as 
a tool-using animal from paleolithic time 
to the present day.” Such a history is long 
overdue. We have been fed up with one- 
sided histories of civilization, histories of 
culture, and innumerable treatises relating 
to man’s social and spiritual achievements 
in all cultures—with one notable exception, 
namely, the sole achievement which, above 
all others, distinguishes man from other 
animals, and gives rise to his social and 
spiritual life. And that one exception is 
man’s ability to fashion tools, implements, 
and utensils—and to use them. Homo 
sapiens had to become more than a mere 
thinker; he had at the same time to become 
Homo faber—man the maker. Here is 
where Mr. Forbes makes his unique con- 
tribution. 

Beginning with the discoveries and.inven- 
tions of prehistory, Mr. Forbes reviews, 


. with true historical accuracy, the scientific 


and technological achievements of the peo- 
ple of the Ancient East; ‘the Greeks; the 
Romans; the Arabs; the Middle Ages; the 
period of the Industrial Revolution; and 
finally the unparalleled developments of the 
Modern Age. As the story unfolds one 
learns of the amazing developments in each 
of these historical ages and is impressed by 
the fact that such developments were not 
confined to any one nation or people. 


‘Despite the political and geographical 


boundaries that have brought on so many 
conflicts, the forces of science, engineering, 
and technology give abundant proof of the 
growing brotherhood of man. The wise 
use of fire, the fashioning of metals into 
tools, the use of explosives, the control of 
irrigation, to cite only a few of man’s first 
conquests, compelled early man, just as the 
use of the atom bomb today compels 


. modern man, to strive for world peace. 


The author reminds us that every age. 
should be remembered not for one, but for 
many revolutionary developments. In the 
prehistoric age it was the wheel, the ship, 
the sciencé of writing, pottery making, and 
the beginnings of metallurgy, to mention 
only a few. The period of the Ancient 
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Near East Civilizations witnessed the rise 
- of the skilled craftsmen, the architect and 
builder, the making of glass, textile technol- 
ogy, canal building, the manufacture of 
iron, a coinage system. During the Greek- 
. Roman period (600 B.C-—400 A.D.) the 
science of engineering, road building, aque- 
ducts, bridges, war engines, alchemy, and 
metallurgy had their beginnings. The Me- 
dieval period brought forth a number of 
new developments; the horse replaced the 
ox because of a new harness; water wheels 
` and windmills furnished new sources of 
power; and noted advances occurred in tex- 
tile technology, paper making, and printing. 
The birth of a new science occurred which 
encompassed the whole domain of nature. 
Leonardo da Vinci pioneered in fields which 
man never ‘before had explored. Perhaps 
the author’s best chapter is the one dealing 
- with the “Coming of the Steam Age, 1750- 
1830.” During these years revolution fol- 
lowed revolution in the development of new 
machines and new types of engines, and in 
the uses of new fuels, gases, and chemicals 
—in short a new world technology was 


born. The last two chapters, one dealing ` 


with the Conquest of Distance (1750- 
1930), and the other with the Age of Steel 
and Electricity (1830-1930), conclude this 
masterful record of man’s scientific, en- 
gineering, and technological achievements. 
No respectable scholar will henceforth at- 
tempt an appraisal of the cultures of West- 
ern Civilization without drawing upon the 
kind of material included in this volume. 

Joun W. OLIVER 

University of Pittsburgh 


SIncER, DororHea WaALEyY. Giordano 
Bruno: His Life and Thought. Pp. xi, 
389. New York: Henry Schuman, 1950. 
$6.00. i 
This volume contains (1) a biography of 

Bruno, -(2) a translation of On the Infinite 

Universe and Worlds, one of Bruno’s prin- 

cipal dialogues, (3) précis of a number of 

Bruno’s major works (including On the 

Infinite Universe and Worlds); and (4) a 

short account of Bruno’s influence on sub- 

sequent Western thought. There are ap- 
pendices (i) listing chronologically all of 

.Bruno’s writings, (ii) discussing the early 
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printers. of his works, and (iii) analyzing 
the extant manuscripts. There is also a 
short bibliography. The book is attrac- 
tively printed and illustrated with portraits 
of a number of Bruno’s friends and with 
reproductions of several contemporary rep- 
resentations of the universe. 

The account of Bruno’s life is based on 
a careful study of the available documents 
but appears to have turned up little new 
material. As Mrs. Singer says, the details 


‘of Bruno’s career “are obscure and can 


often be presented only tentatively” (p. 
35). To this reviewer it seems that some 
of Mrs. Singer’s conclusion are, in the 
absence of any documentation, speculative 
rather than tentative. ` 

In general, the chief virtues of the vol- 
ume and its main defects stem from the 
same fact—that it has been written con 
amore. Mrs. Singer is abviously a great 
admirer of Bruno, and she communicates 
to the reader her enthusiasm and affection 
for this strange and pathetic figure. Un- 
fortunately this admiration causes her. to 
exaggerate Bruno’s significance as a thinker 
and the éxtent of his influence. Extremely 
tenuous evidence (often amounting to little 
more than verbal similarity) is accepted as 
demonstrating the impact of Bruno’s writ- ` 
ings both on his contemporaries and on sub- 
sequent European philosophy. But it is im- 
possible to take Bruno very sériously either 
as a scientist or a philosopher. Bacon was 
surely correct when he listed him as one of 
those who sought knowledge through im- 
agination rather than experiment. Bruno 
was a poet and a mystic; it is really unfair 
to his peculiar genius to compare the qual- 
ity of his thought with that of Galileo or 
Gilbert or, for that matter, Bacon himself. 
‘ But poetry and mysticism are just as 
much aspects of the Renaissance as are the 
new science and the new philosophy. These 
sides of the Renaissance’s multi-sided na- 
ture Bruno’s writings powerfully communi- 
cate. Thus the dialogue Mrs. Singer trans- 
lates is full of the wonder and excitment 
of that wonderful and exciting period: 


“Tt is Unity that doth enchant me. By 
her power I am free though thrall, happy in - 


. sorrow, rich in poverty, and quick even in 
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death. Through her virtue I envy not those 
who are bound though free. . . . They 
carry their chains within them; their spirit. 
containeth her own hell that bringeth them 
low. . . . They are without the generosity 
that would enfranchise, the long suffering 
that -exalteth, the splendour that doth il- 
lumine, knowledge that bestoweth life. 
Therefore I do not in weariness shun the’ 
arduous path. . . . I hold wordly repute 
and hollow success without truth to be 
hateful to God, most vile and dishonour- 
able. But I thus exhaust, vex and torment 
myself for love of true wisdom arid zeal 
for true contemplation.” 


Mrs. Singer’s volume is useful in evok- 
ing these aspects of the Renaissance, both 
` in the narrative and analytical .portions, 

but especially in the concrete evidence pro- 
vided in the translation. : 

W. T. Jones 
Pomona College ; 


Loos, Witttam A. (Ed.). The Nature of 
Man: His World, His Spiritual Re- 
sources, His Destiny. Lectures by Lynn 
Harold Hough and others. Pp. x, 110. 
New York: The Church Peace Union and 

“ World Alliance for International Friend- 
ship Through Religion, 1950. $1.00. 

- The lectures in this symposium were de- 

livered in New York during 1949 under 

the auspices of The Church Peace Union. 

The original inspiration for the series came 

out of the World Faiths Round Table, held 

in the same city in 1946, which arrived at 
ten basic principles acceptable to all the 
outstanding world faiths. In this spirit the 


lectures point the way to a solution of | 


human problems, particularly that of world 
peace, through such instrumentalities as are 
provided by the United Nations. They 
are concerned less with concrete plans than 
with general principles and reasonable pos- 
sibilities. Their chief value is as an anti- 
dote to lethargy and despair. ; 
The symposium has gathered a distin- 
guished group of lecturers, and one can 
only wish that each had been given three or 
four times the space. The volume suffers 
from an inevitable superificiality because 
topics of such breadth and profundity are- 
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dealt with so briefly. Nevertheless, the 
lectures are worth the two or three hours 
required to peruse them. Lynn Harold 
Hough sets the tone for the series with an 
introductory lecture on “The Dignity of 
Man.” Edmund W. Simott supports him 
with a biologist’s attack on materialism. 
Kirtley F. Mather refutes Malthusian 
pessimism. Ordway Tead urges social sci- 
entists to take account of “the innate love 
of man by man.” Brand Blanshard attacks 
materialism and pessimism from the stand- 
point of psychology “and psychotherapy. 
Gardner Murphy does the same from 
the evidences of parapsychology and psy- 
chical research. The brotherhood of man 
is supported from the standpoint of West- 
ern religion by John Sutherland Bon- 
nell, from that of Eastern religion by 
Taraknath.Das, and from that of philos- 
ophy by Cornelius Krusé. Mary Cecil 
Allen finds inspiration and hope in modern 
art. And Lewis Mumford concludes with a 
stimulating “Summary and Synthesis.” 
A. CAMPBELL GARNETT 
University of Wisconsin 


Fromm, Ericu. Psychoanalysis and Reli- 
gion. Pp. ix, 119. New Haven: Yale 
University: Press, 1950. $2.50. 

Clinging to the belief that he is happy, 
modern man nevertheless reveals many 
signs of anxiety and confusion which psy- 
choanalysts have learned, stem from moral 
problems. The “patient is sick because 
he has neglected his soul’s demands.” 
Psychoanalysis shares with religion its con- 
cern with man’s soul. How are these two 


` professions further related? 


As a first step toward the solution of this 
problem Erich Fromm begins the present 
Terry Lectures by giving a broad definition 
of religion, one inspired by anthropology. 
He refers the word to the multiple values 
by which men perform all actions and to 
the dramatization of such values in pa- 
triotic rallies, ancestor rites, and other 
ceremonies. As a philosopher Fromm 
evaluates. religions, classifying them as au- 
thoritarian or humanistic, bad and good 
respectively., Humanistic religion values 
independence, freedom, and love of others. 
Authoritarian religion demands self humili- 
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ation and submission. Psychoanalytic the- 
rapy is also of two types. One type has 
social adjustment, or conformity to one’s 
culture, as its goal. The other is primarily 
interested in the optimal development of a 
patient’s kuman requirements and therefore 
seeks the ‘cultivation of humanistic senti- 
ments. Scientific psychoanalysis plays an- 
other role with respect to religion when it 
tries to illuminate the nature and derivation 
of religious values, rites, or ritual symblos. 
Such a procedure may threaten some reli- 
gionists who resent the matter of fact ap- 
proach to their profession. But humanistic 
psychoanalysis cannot threaten a human- 
istic religion because the goals of both are 
the same—development of man’s innate 
need to love and be free. 

The argument as Fromm offers it will 
arouse much discussion. Social scientists 
will probably remain unconvinced of in- 
. trinsic human needs like freedom. Many 
will see independence and freedom as cul- 
turally given values in western society 
in conflict with other cultural demands. 
Which set of values to-favor in practice is, 
however, clearly a religious question. It 
is one that faces the therapist as well as 
the social engineer. : 

Joun J. HONIGMANN 

New York University 

Washington Square College 


Torrey, WILLIAM GEORGE. . Judicial Doc- 
trines of Religious Rights in America. 
Pp. ix, 376. Chapel Hill, University of 
North Carolina Press, 1948. $5.00. 


This volume states the statutory pro- 
visions and court holdings in the United 
States with respect.to many areas where 
religious rights and legal rules come into 
contact. The book begins with an historical 
analysis of the church and state relation- 
ship inherited and furthered by the states 


at the time of the union; a brief statement 


as to the extent to which Christianity or 
. any other particular religion my be thought 
to have become part of the organic law, and 
a general discussion of the protection given 
to religious rights by the federal ‘and state 
constitutions. This is followed by a brief 
sketch of some of the governmental powers 
which can impinge on religious rights. 
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Later chapters discuss the legal form of 
religious societies; the rights of a religious 
assembly to be protected from disturb- 
ances; the conflict between church dis- 
cipline and legal rules, leading normally to 
an acceptance of church discipline as the 
rule-making power for internal church 
matters; the exemption of church property 


“from taxation with a brief view of the 


problem of exclusive or nonexclusive use; 
a discussion of the place given to organized 


_ religion in the legal administration of the — 


marriage institution; a summary of the 
growth of modern rules of evidence with 
respect to the taking. of oaths by court 
witnesses, and a rather complete statement 
of the cases dealing with the restrictions 
imposed by the federal constitution on 
governmental assistance for religious educa- 
tion. : 
The merit of the book is that it con- 
tains a fairly complete statement of the 
cases in those fields which it touches. In 
this respect, however, there are some de- 
fects. The omission of Girouard v. United 
States, 328 U. S. 61 (1946) from the dis- 
cussion of the law surrounding the Schwim- 
mer, Macintosh and Bland cases, on the 
rights of conscientious objectors, makes 


` that discussion quite misleading. On the 


other hand the interesting implications of 
In re Summers, 325 U. S: 561 (1945), on’ 
the denial of the right of a conscientious 
objector to practice law, are also over- 
looked. Nevertheless, the book should 
prove useful as a general introductory 
reference work to the areas which it covers. 
And this is true despite the two chief dif- 
ficulties of the book which are as follows: 


_ First, religious rights when broadly con- 


ceived as they are in this book, cannot be 
sensibly separated from other personal 
rights, such as the right to free speech, nor 
from other institutional rights, such as the 
rights of all types of educational or charit- 
able institutions to avoid taxation. If this 
book is to be considered as a statement of 
law, the omission of kindred applications, 
makes the story uneven and not fully in- 
telligible. If the book is to be considered 
as a statement of trends and pressures,’ it 
is similarly incomplete. Second, the author 
‘in his presentation, which is mostly the 
presentation of the holdings of cases, rarely 
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gets below the surface statement of the 
court itself. The subject requires analysis 
which the language of opinions does not 
by itself provide. 
Epwarp H. Levi 
University of Chicago 


McNett, Joun T. (Ed.). John Calvin 
on God and Political Duty. Pp. xxv, 
102. New York: Liberal Arts Press. 
1950. 50 cents. 


Calvin's discussion on “Christian Lib- 


erty” was set within the frame of sixteenth 
century transactional theology, where .men 
appear in “the tribunal of God” and were 
delivered by’ “the cross of Christ.” Be- 
yond that schematism he urged that men 
realize their capacity to seek the divine 
ideal for living. Sincerity of devotion was 
primary. He assumed that such devotion 
guarantee insight into and validity for 1e 
end in question. 

Civil government was symbolized in iie 
king, who was called to be the vice-regent 
of God. Calvin’s concern was to secure 
the patronage of civil authority on behalf 
of Protestant churches.. In thus making 
the will of God. supreme in human affairs 
the State became the champion of sec- 
tarianism. The problem was acute. Cal- 
vin’s own exile was accented by continued 
“imprisonment, banishment, . proscription, 
flames, and extermination” of the faithful. 
Tronically the orders for these atrocities 
were executed by the faithful. Calvin 
countered with the principle that while to 
hurt or destroy is incompatible with godly 


character, “to avenge the afflictions of the . 


righteous at the command of God is neither 
to hurt nor to destroy.” The danger in the 
principle lay not only in that it embodied 
the policy of his opponents; they too 
-voiced ‘the divine command. Its peril lay 
precisely in making the’ moral law co- 
incide with the unstable judgments of men 
on fire with religious prejudice. 

The selections in this edition show Bibli- 


cal authority-marshaled on the side of his- - 


torical analogies. Why edit another ex- 
ample of a familiar pattern? Should men 


of today be concerned with a possible paral- . 


lel situation in which the fiat authority of 
a religious majority could deprive honest 


. lead to disaster. 


caste, have been dangerous, 
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and clear-headed men of a priceless liberty? 
It could be. 
IrL G. WHITCHURCH 
Kingfield, Maine 
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TOYNBEE, ARNOLD J. War and Civiliza- 
tion, Selections by Albert V. Fowler. 
Pp. xii, 165. New York: Oxford Uni- 
versity Press, 1950. $2.50. 

In this small volume Albert V. Fowler 
has selected from Toynbee’s multi-volume 
Study of History what he believes to be 
the best of Toynbee’s utterances on the 
relation between war and civilization. 
Those who do not have the hardihood to 
read Toynbee’s opus may obtain here an 
excellent glimpse of his philosophy of his- 
tory. 

Delving into history Toynbee shows how 
the rigid militarism of Sparta came to grief 
after two centuries when Sparta had to 
undertake the imperial responsibilities of 
Athens. Yet military flexibility can also 
In Assyria, an overam- 
bitious monarch finally brought total doom 
upon his people. The Assyrians did not 
perish from lack of military progressive- 
ness. Indeed they kept their technique 
improved and efficient to the very end, 
when the entire surrounding world finally 


united against their aggressions, and both 


the Assyrian state and people ceased to 
exist. Two centuries later a people with 
a 2,000-year history were no longer re- 
membered, and their great cities stood 
empty. 

Toynbee holds that the art of war makes 
progress at the expense of all the arts of 
peace. He finds little comfort, either, in 
the great “victory? which military su- 
premacy brings, since “the intoxication of 
victory” so often leads to every kind of 
demoralization and decay, as in the case 
of the Roman Republic, 

“To further concentrate his message Toyn- 
bee contributes a new preface in which he 
insists that “war has proved to be the 
proximate cause of the breakdown of every 
civilization” that has . disappeared. Other 
sinister institutions, such as slavery and 
but “War 
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stands out among the rest as man’s prin- 
cipal engine of social and spiritual self- 
defeat.” It is “a cancer that is bound to 
prove fatal to its victim unless he can cut 
it out and cast it from him.” 

There are those who question the scien- 
tific accuracy of Toynbee’s warnings, but 
it is difficult to see how they can avoid 
coming true with cataclysmic force before 
the present century ends, unless some 
miracle of moderation and self-control in- 
tervenes. Our “progress” in inventing the 
means of destruction is now accelerating at 
such a fatal pace that our ability to de- 
stroy Western civilization, throughout the 
North Temperate zone at least,-cannot be 
doubted. 

That we shall do so is also increasingly 
probable, since “we are terribly afraid of 
the immediate future because we have been 
_through a horrible experience in the recent 
past.” This statement is still more true of 
the Russians than ourselves, for they had 

“a much more horrible experience during 
the recent war than we did. 

_ The fatal spiral of mutual fear is now 
whirling rapidly. Some on each side al- 
ready dream of conquering a universal 
state, but Toynbee cautions that all past 
attempts to achieve this end have wound 
up in “a self-inflicted knock out blow from 
which the self-stricken society has never 
been able to recover.” D. F. FLEMING 

Vanderbilt University ` 


Brapy, Rozert A. Crisis in Britain: Plans 
and Achievements of the Labour Gov- 
ernment. Pp. xii, 730. Berkeley and 
Los Angeles: University of California 
Press (for the Bureau of Business and 
Economic Research, University of Cali- 
fornia), 1950. $5.00. i 
Few recent developments are of such 

consequence for democratic politics as the 
advent of the British Labour Government; 
and few writers have done so much to help 
us understand it as Professor Brady has 
with the publication of this unusually solid 
and perspicacious work. 

Professor Brady’s study is partly in the 
nature of a detailed report on the economic 
condition of postwar Britain, taking as its 
focus Labour’s efforts to achieve, simul- 
taneously, economic recovery and a pro- 
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gram of socialist reforms. The two goals 
are, he suggests, interrelated; for such is 
Britain’s present plight that neither ap- 
pears to be possible without the other. 

The economic decline of Britain, the 
urgency of social reforms, and the outlook 
of the Labour Party regarding them, are 
outlined in the opening section of the book. 
The. largest part of the work consists of 
a series of separate, yet interdependent, 
studies of each of the several aspects of 
Labour’s legislative program: the nationali- 
zation schemes for banking, transport, steel, 
communications, and fuel and power; the 
social welfare measures; town and country 
planning; the programs for agriculture and 
industry; national planning; and policies 
regarding the Empire. Each of these is ex- 
amined intensively, and in each case the 
historical background is traced, Labour’s 
views are investigated, the arguments at- 
tending the adoption of the legislation are 
considered, and the legislation itself is 
carefully described, analyzed, and evalu- 
ated. A final section seeks to set forth 
such general conclusions as’ the evidence 
permits. ° 

The author’s point of view is predomi- 
nantly sympathetic but by no means un- 
critical. Labour, he believes, has scored 
most notably in its legislation to advance 
social welfare and security; its program for 
industrial recovery has, however, succeeded 
less well. While many of its industrial 
difficulties are inheritance of the past, La- 
bour has nevertheless failed to overcome 
the inertia that has long. retarded Britain’s 
industrial effort. Especially wanting are 
improvenients in scientific management, in- 
dustrial research, the redirection of labor, 
and the organization of the nationalized 
enterprises. Labour has, the author be- 
lieves, proceeded pragmatically and in 
piecemeal fashion, without coherent pro- 
gram or philosophy, and with a sometimes 
exaggerated concern for what is politically 
expedient. Having thus avoided doctrinaire 
solutions, it has however, sacrificed the sys- 
tematic and comprehensive planning neces- 
sary for significant economic advance, and 
has often stopped short of measures ur- 
gently needed. 

There will be those who disagree with 
the tendency of these conclusions. Few, 
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however, will be inclined to deny that this 
is a work of considerable merit: intelligent, 
scholarly, thorough, and richly informative. 
Hersert McCrosxy. 
“University of Minnesota 


SoMERVELL, D. C. British Politics Since 
1900. Pp. 270. New York: Oxford 
University Press, 1950. $3.75. 

The older tradition in English writing 
about English government and politics is 
ably represented in Mr. Somervell’s sketch. 
Urbane, well-informed, and well-balanced, 
though prejudiced in favor of the older 
order of things, his history of the last fifty 
years is just about what-most of us need 
in order to see a half-century of English 
politics in proper perspective. The book 
is rather definitely anti-Labour, but even 
so it can hardly balance the host of pro- 
Labour volumes that rush from the press 


today. Furthermore there is nothing in~ 


sidious about Mr. Somervell’s attitude: ` He 
is frank and honest, and where he expresses 


his own views he does not claim the sanc- ` 


tion of the universe for them, as doctri- 
naire writers sometimes do. 

A long experience teaching and writing 
books for intelligent students has helped 
the author to give us a book that is read- 
able, but which is also well-informed and 
accurate. It does not look like a text-book, 
but it will be useful as such. 

The book is a brief parliamentary his- 
tory of England in the twentieth century. 
He performs the rather marvelous feat of 
including in, one small volume Balfour, 
“Asquith, Lloyd George, Churchill, Baldwin, 
two or three Chamberlains, a Bevan, a 
Bevin, and a Cripps. Equally remarkable 
is a chapter that makes sense though it 
covers “The Great Slurp and the National 
Government, 1929-1936” in twenty-two 
pages. Somervell narrates admirably. He 
also illuminates. The volume is extremely 
readable, It is also about as sound as any 
„one-man view can be. 

The author, though merely a retired 
schoolmaster, is hardly unknown. Gradu- 
ate of a distinguished college in a distin- 
guished university, brother of one of Bald- 
win’s law officers of the Crown, he wrote 
a brilliant book on Gladstone and Disraeli 
and one even more brilliant on English 
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Thought in the 19th Century. And, if you 
have read Toynbee, you probably read him 
in Mr. Somervell’s abridgment. In other 
words this volume is by a distinguished 
author, who does a distinguished job. 
EucENE P. CHASE 
Lafayette College 


Focarty, M. P. Town and Country Plan- 
ning. Pp. viii, 221. London: Hutchin- 
son’s University Library; distributed in 
the United States by Longmans, Green 
and Co., 1950. $1.60. , i 
By his own statement, the author of this 

volume is an economist who came into the 
field of planning through “work on housing, 
the location of industry, and the machinery 
of finance of national and local govern- 
ment.” The attitudes and approach to the 
range of subjects discussed are rather col- 
ored by these backgrounds: 

For the most part, the book is a review 
of British planning activity, with an analy- 
sis and discussion of the principal phases 
in each of the several periods covered. 
The writer gives every evidence of being 
both impartial and analytically construc- 
tive. The reader will find an excellent dis- 
cussion of the whole range of British plan- 
ning thought and action: from the earlier 
movements in British planning, during the 
last two centuries, both official and unoffi- 
cial, through the various developments of 
the last- fifty years to the ramifications of 
the Town and Country Planning Act of 
1947. 

While the author is critical in his review 
and discussion of any number of programs, 
developments, official acts, etc., he is cer- 
tainly not critical of the professional plan- 
ner. Though he often admits the limita- 
tions of this professional group, he con- 
tinually upholds their sincerity, their work, 
and their goals in general, pointing out that 
the success or lack of success of any one 
program at a given time hinges on a great 
many elements and persons—any one of 
which should not be exclusively praised or 
blamed. He does point out, however, that 
the role of the planner, under the recent 
planning acts, gives to this profession much 
greater responsibility and importance than 
heretofore. 

Although the case for large-scale plan- 
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ning and action at the national level is 
most heartily supported, the author cen- 
tinually emphasizes -that successful and 
meaningful planning must be principally 
generated, supported, and carried out at 
the local level. National policies of land 
ownership, control; or regulation will, in 
the long run, be effective only to the de- 
gree that these policies are believed in and 
supported at the local level. 

Perhaps the most important aspect of 
this volume is the presentation of a general 
overview of all phases of British planning 
over a long period. With the added criti- 
cal analysis, it is: of interest both to the 
student and the professional. The book is 
relatively short and quite readable. The 
earlier portions of the text were written in 
1946; the remaining portion in 1947 or 
later. Value is added by a rather detailed 
index and by an organization chart of the 
“Official Machinery of Town and Country 
Planning in England and Wales” which ap- 
pears on the inside of the covers. This 
work is one of a series of educational books 
sponsored by Hutchinson’s University Li- 
brary in London. 

J. MARSHALL MILLER, 

Columbia University School 

of Architecture ` 


Mannuerm, KARL.” Freedom, Power, and 
Democratic Planning. Pp. xxiv, 384. 
New York: Oxford University Press, 
1950. $5.00. ` 
This stimulating volume may be consid- 

ered the political testament of the late 
Karl Mannheim—“a book on the principles 
of a society that is planned yet demo- 
cratic,” mixing diagnosis and therapy to 
aid the transition toward a planned society, 
a transition which Mannheim. considered 
the fateful.issue of our time. The inte- 
gration sought is now not so much the com- 
prehensive view drawn from various disci- 
plines; it is rather a concept of social ac- 
tion to reunite the departmentalized spheres 
of life. 

In Part I, the author diagnoses some ten 
symptoms of the crisis with the conclusion 
that the present state of society cannot 
last long. Part II, “Democratic Planning 
and Changing Institutions,” probes the 
faults in the present manner of functioning, 
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the appropriate’ methods of planning, and 
the safeguards to assure the democratic 
nature of any planned intervention. 
Especially in Part III, “New Man—New 
Values,’ Mannheim has many penetrating 
comments on the role of the social sciences. 
“The science of society emerged when and 
where the automatic functioning of society 


ceased to find adjustment” (Does this ac-’ 


count for the eminent development of the 
social sciences in the United States?) For 
the author, the social sciences assist demo- 
cratic planning by clarifying the democratic 
idea of co-ordination in contrast to totali- 
tarian regimentation, and the making and 
remaking of human behavior. But, “fre- 
quently what is gain for scientific knowl- 
edge is a loss for integration of personality 
and social cohesion” (p. 290). He adds 
that the power which can overcome irra- 
tionalism is not mere rationalism but “re- 
fined passions” (John Dewey’s phrase). 

Mannheim’s advice is to learn to live in 
a changing society, to think in terms of an 
open system, and to achieve a new tech- 
nique of balancing which is not relativism 
but rather “the formula of changing equi- 
librium.” 

Chapters 3, “On Power,” 8, “The Pat- 
tern of Democratic Behavior,” and 9, “The 
Pattern of Democratic Personality,” are 
especially valuable clues to Mannheim’s 
thought. Those persons familiar with his 
attitude toward religion in his earlier works 
will wish to study carefully the uncom- 
pleted Chapter 13 which considers religion 
as an integrating factor in a dynamic so- 
ciety. i 

The attention and the level of analysis 
given to international affairs do not appear 
to be adequate for Mannheim’s stated in- 
tentions in this book. This is a loss be- 
cause, if the reviewer recalls correctly some 


conversations in war-time London, the late . . 


professor of sociology at the University of 
London had interesting insights for the 
field of world politics. f 
RıcHARD H. HEINDEL 
Washington, D. C. 


RUSSELL, Mrs. CHartes E. B. John 


Adam Cramb: Patriot, Historian, Mys- 
tic. 192 pp. London: Adam and 
Charles Black, 1950. $3.00. 


r 


t 


Book DEPARTMENT . 


John Adam Cramb, a professor of his- 
tory in Queen’s.College in the years around 
the turn of the century, is interesting not 
so much for any intrinsic validity of his 
ideas as for his significant position in the 
development of historical thought. He was 
a typical exponent of that peculiar type of 
historical. mysticism that we in America 
call “Manifest Destiny.” Not only did he 


preach the burning imperialistic fervor of © 


the late Victorian period, but he defended 
the Boer War (which he characterized as 
the “strife between Ormuzd and Ahri- 
man”), and he poured fierce denunciation 
on Germany, in whom he detected the 
malevolent .arch-enemy of the British race. 

Cramb is a text-book model of imperial- 
istic idealism: for him Britain’s destiny as- 
sumed the bright semblance of a religion. 
Those modern students who explain away 
nineteenth-century imperialism as a cyni- 
cal commercial conspiracy will be non- 
plussed at the zeal, the purity, and the 
righteousness of a patriot who could write: 

“Imperialism is patriotism transfigured 
by a light from the aspirations of universal 
humanity; it is the passion of Marathon, 
of Flodden ‘or Trafalgar, the ardour of a 
de Montfort or a Grenville, intensified to 
a serener flame by the ideals of a Con- 
dorcet, a Shelley or a Fichte. This is the 
ideal, and in the resolution deliberate and 
conscious to realize this ideal throughout 
its dominions, in the voluntary submission 
to this as to the primal law of its being, 
lies what may be named the destiny of Im- 
perial Britain” (p. 48). : 

The author of this present study, Mrs. 
Charles E. B. Russell, was a student of 
Cramb’s at Queen’s College and evidently 
his lifelong and fervent ‘admirer. . Her 
panegyric digressions, however, are con- 
fined to the introduction and the biographi- 
cal essay on Cramb, which together occupy 
only forty-six pages. The remainder of 
the book is composed of passages and con- 
densations from Cramb’s own work, in- 
cluding his lectures. Thus this little book 
has a certain value as a source of pure and 
uncontaminated imperialistic dogma. It 
also furnishes an excellent picture of a 
man of his time, a man who was so sure of 
himself that he never detected the basic 
parallel between his ideas and the ideals of 
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the nation -he named as Britain’s inevitable 
and implacable enemy. 
D. W. HEINEY 
University of Southern California 


Harévy, Erw. A History of the English 
People in the Nineteenth Century. Vol. 
Ill: The Triumph of Reform, 1830-41. 
Pp. viii, 364. Rev. ed. New York: 
Peter Smith, 1950. $6.00. 


This book is a revised edition of the 
third volume of Halévy’s A History of the 
English People in the Nineteenth Century, 
originally published in 1927. Halévy died 
in 1937, and his book is an old one. It is, 
however, as fresh, vigorous, and authorita- 
tive as when originally written. One might 
perhaps question the proportionate space 
given by the author to various aspects of 
British life during the period covered but 
no man yet has written British history in 
a more lucid and masterful manner. The 
style is superb. 

Halévy was fascinated by the extraordi- 
nary interest of the British people in re- 
ligion, and the interrelationship of religion 
and politics in this book is heavily stressed. 
According to Professor C. C. Gillispie in 
The Journal of Modern History, (Sept. 
1950), “Halévy considered that the secret 
of British social and political stability lay 
in the moral influence of Evangelical re- 
ligion,” a point of view easily substantiated 
by an analysis of Halévy’s account of the 
state of reforms following in the wake of 
the Reform Bill of 1832. The approach of 
our author to British history is essentially 
that of the philosopher. No Marxian, if 
anything he underrates economic factors. 
Yet he is never merely the traditionalist, 
and to Bentham and the Philosophic Radi- 
cals he devotes generous space. 

If this book can be said to be weak in 
any way it is in the treatment of British 
foteign policy. Even here, however, one 
discovers not misstatements but merely a 
certain wooden quality as though the au- 
thor was not particularly interested. He 
does not like Lord Palmerston, a fact 
which Gillispie attributes to ‘“Cupid’s” 
levity rather than to anti-French prejudice 
—too lenient a judgment, perhaps, of our 
famous French historian. 
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Halévy’s French nationality adds much 
to the charm of this volume. His is the 
delightful precision of the expert French 
writer who can compress many weighty 
matters into few words. Saturated in 
British source materials, yet a French- 
man, Halévy is able to view British history 
more objectively than any Englishman, and 
his habit of making constant references to 
French events adds much to the color and 
tone of his narrative, as for instance when 
he points out how the English Chartists 
made use of the terminology of the French 
Revolution. 

WALTER P. HALL 

Princeton University 


PAINTER, SiWNEY. `The Reign of King 
John, Pp. viii, 397. Baltimore: Johns 
Hopkins Press, 1950. $5.50. 

It is not easy to judge this volume by 
Professor Painter, as it is only the first 
installment of a complete study of the 
reign of King John. It is essentially a po- 
litical and administrative history. It is 
even less than this, for much has been 
omitted which might reasonably have been 
included in these fields, notably the history 
of John’s overseas possessions and’ foreign 
affairs, except where these reacted directly 
on thé king’s relations with his barons at 
home. The volume could well be de- 
scribed as an analysis of the relations of 
King John’s government with his barons, 
of the famous quarrel with Innocent III, 
and of Magna Carta, the climax of the 
reign. 

Within these limits, Professor Painter 
has written an expert, penetrating, and at 
times an exciting volume. It breaks new 
ground in many directions, notably in its 
discussion of John’s administrative reforms 
and in its close analysis of the position 
of individual barons. “The discussion of 
Magna Carta and its setting is, with reser- 
vations suggested below, worthy of its great 
subject, and throws an important new light 
on the scope of the baronial rising of 1214 
and 1215. No modern writer can now ap- 
proach these subjects except by way of 
Professor Painter’s book. 

John was, Professor Painter concludes 
(p. 238), a far better king than his brother 
or his son, and probably as good as his 
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father, but his reign seems to have been 
unredeemed by a single streak of idealism 
or nobility of purpose on either his part or 
the part of his barons. The issues between 
him and his subjects, leading to one of the 
greatest assertions of law and thus of lib- 
erty of all times, were personal or mate- 
rial. Every move of the reign was a ma-° 
neuvering for position between the king 
and the magnates whose interests were 
fundamentally opposed (p. 203). The 
struggle was not even for power, but for 
dividing the spoils available to both from 
the producers of wealth; though, in addi- 
tion to this it is argued, any medieval king 
who tried to increase the power of the 
crown or even to maintain its position was 
liable to be confronted with a baronial 
rising. Under these circumstances, none of 
King John’s opponents in 1215, with the 
exceptions of Stephen Langton and Wil- 
liam Marshal, had any purpose, apparently, 
that went far beyond his own profit or 
loss: the chief object of the barons, Pro- 
fessor Painter believes, was to avenge in- 
juries, real or fancied, and to secure their ` 
private rights. The explanation of Magna 
Carta is still largely, though not exclu- 
sively, the genius of Stephen Langton, and 
follies and crimes of King John. 

This interpretation of aims and motives, 
and this restriction of scope, provide prob- 


‘ably the two greatest differenes between 


Professor Painter’s volume and that of Sir 
Maurice Powicke dealing with Henry ITT’s 
reign, with which it is linked in the preface. 
It is hard to believe that the king and 
magnates described by Sir Maurice were 
the sons and grandsons of those described 
by Professor Painter, or that they drew 
inspiration from the same stock of tradi- 
tions and ideals. 

It. is probable that even Professor Paint- 
er’s authoritative volume will not end dif- 
ferences of opinion regarding the signifi- 
cance of John’s reign; but it is so good that 
it will start a new period in the old debate. 
Some may regret that he did not find space 
for a few more general comments relative 
to this debate in this volume. Nothing he 
says is likely to be lacking in interest and 
importance, and a few more generalizations 
would have made his volume a little less 
austere. But, in any case, this is a very 
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distinguished piece of historical writing; 
it will enhance Professor Painter’s already 
very high reputation; and it will make 
those who read it impatient for the com- 
panion volume. When this has appeared, 
the repercussions of his writing will, in- 
deed, extend far beyond the reign of King 
John. 
; B. WILKINSON 
University of Toronto 


CARRINGTON, C: E. The British Overseas. 
Pp. xxiii, 1092. New York: Cambridge 
University Press, 1950. $9.00. 

This is the biggest and best volume set- 
ting forth the history of the British Em- 
pire and Commonwealth that has yet ap- 
peared. There is a grand sweep to it; for 
it begins with the earliest English voyages 
in the Middle Ages and comes down to the 
present day, it is interpretative as well as 
factual, and it is written in a felicitous 
style with many apt allusions and quota- 
tions. On the whole it is very reliable, 
and it is remarkable for its understanding. 

“There were five modes of British sx- 
pansion: the empire of settlement, the em- 


pire of trade, the empire of finance, the. 


empire of conquest, the empire of ideas.” 
These are the main themes that run through 
the book, and they are well developed. 
Carrington rightly challenges Seeley’s dic- 
‘tum that the British acquired their Empire 
in a fit of absence of mind. “Much hard 
thinking and bold planning went into the 
making of the Empire, but it was done by 
men at the circumference, not by men at 
the center. The impetus rarely came from 
Whitehall. It has been my task to search 
elsewhere for the motive force of Empire.” 
Again,and again, in India, South Africa, 
and elsewhere, the expansion of the Em- 
pire occurred in defiance of the home gov- 
ernment’s opposition to it. 

Here and there the reader may wish that 
the author had adopted a different arrange- 
ment of the subject to bring together 
things that were tied together, but that 
would mean separating things that are here 
properly connected. It is also difficult in 
writing a book of this kind to preserve a 
just sense of proportion; but Carrington 
has managed it admirably, though his New 
Zealand background” has perhaps betrayed 
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him into making too much of Edward Gib- 
bon Wakefield. 

Carrington is weakest whenever he 
touches North America. In this particular 
field he commits countless little blunders 
and a more serious one, which he repeats. 
It is the confusion of the Rush-Bagot 
Agreement of 1817 with the London Con- 
vention of 1818. More serious still are 
the sins of omission arising from his fail- 
ure to consult some very pertinent works 
produced on this continent. He does not 
seem to know how crown colony govern- 
ment arose. Nor has he comprehended 
how momentous was the impact of the 
American Revolution upon the Empire 
through British North America. He might 
have seen a vital American factor in the 
original concession of responsible govern- 
ment if he had collated Canadian and Irish 
history. But he turned his back upon what 
was really England’s oldest colony of con- 
quest and settlement—despite his admis- 
sion that a comprehensive view of the Em- 
pire should include Ireland. Nevertheless 
he has produced a grand book. 

A. L. Burr ° 

University of Minnesota 


Crocker, W. R. Self-Government for the 
Colonies. Pp. vi, 177. London: George 
Allen & Unwin, distributed in U. S. by 
Macmillan Company, 1949. $2.75. 


Much has been written about the emer- 
gence of nationalism and the resulting 
liquidation of imperialism in Southeastern 
Asia. In this area there has been the most 
spectacular surrender of imperial power, 
particularly by Great Britain, as independ- 
ence has been obtained by such states as 
Indonesia, the Union of India, Burma, and 
the Philippine Republic. Another area, 
however, gives signs of rapid nationalistic 
development. Africans have been watch- 
ing developments in Asia and eagerly fol- 
low the careers of leaders such as Nehru 
and Sukarno. 

This study, mainly of the African situa- 
tion, should have high priority for anyone 
interested in the character, advances, and 
prospects of colonial nationalism in tropical 
Africa. Crocker is a former member of the 
colonial service in British Nigeria and has 
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already written a number of significant 
works on colonial administration. The au- 


thor first describes the growth and temper ` 


of nationalism in French Africa, ‘especially 
in Morocco and Tunisia, and concludes that 
the French are not meeting the challenge. 
Their plan of membership in the French 
Union “is a facade only” and does not go 
far enough in offering the colonial people 
real autonomy. 

Crocker naturally concentrates on the 
British African dependencies, especially the 
Gold Coast and Nigeria. The point is made 
that such nationalism as exists is only the 
work of a “dissident minority,” and that 
the mass of Africans are prepolitical and 
largely inarticulate. The author also en- 
deavors to expose some of the exaggerated, 
even ridiculous, charges of the nationalist 
demagogues and. explains how in many in- 
stances there is a vested interest in colonial 
nationalism, how agitation can be a lucra- 
tive profession. 

Having made all of these points, how- 
ever, Crocker asserts that Britain cannot 
afford to disregard or minimize the na- 
ionalistic minorities; such a course was 
followed in India with disastrous results. 

The definite goal for all colonial peoples 
must be freedom, within or without the 
_ Commonwealth, Since the people of the 

Colonial Empire are diverse in culture, the 
date for independence will vary from de- 
pendency to dependency as the facts of the 
case warrant. 
taken, however, to ease the transition from 
colony to nation, and here the author lists: 
1) Colonial development schemes should 
` be better planned and more carefully ex- 
plained to the people whom they affect. 
2) In all colonies the governmental serv- 
ices—especially the top bracket jobs— 
should be opened wider to local talent. 
3) In many areas color discrimination has 
poisoned the atmosphere, and it follows 
that every precaution should be taken to 


improve’ social relationships between Euro- , 


peans and the colonial inhabitants. 4) 
Every possible means should be taken to 
eliminate mass illiteracy, for with it self- 
government anywhere must. be a hazardous 
experiment. 5) In some cases where colo- 
nial boundaries have been drawn so as to 
cut tribal territory and divide the inhabi- 


Immediate steps must be. 


` 
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tants, efforts should be made by the, colo- 
nial powers to correct such anomalies. 

On the whole the author is proud of 
what the British have done in their colonies 
but is by no means complacent or self- 
righteous. Practical and moderate in his 
approach to the colonial problem, he evalu- 
ates its various facets realistically as he 
attempts to lead the still backward peoples 
of the colonial world from dependency to 
full nationhood. : ; 

T. WALTER WALLBANK 

University of Southern California 


CLEVERDON, CATHERINE LYLE. The 
Woman Suffrage Movement in Canada. 
Pp. xiii, 324. Toronto: University of 
Totonto Press, 1950. $4.50. 


Today, when the work of the Women’s 
Rights Committee of the United Nations 
points up the work still to be done to 
achieve legal and political equality for 
women, it is interesting to look backwards 
and review the women’s suffrage movement. 
Catherine Lyle Cleverdon in The Woman 
Suffrage Movement in Canada has put to- 
gether the story of a social movement little 
known outside Canada’s borders. The great 
value of this study lies in its additions to 
existing information compiled from here- 
tofore. untapped sources and its comprehen- 
sive scope. i 

The suffrage movement į in Canada was 
neither as dramatic. as England’s nor- as 
notorious as that in the United States. 
Women’s suffrage was achieved in Canada 
largely by plodding, persistence, and per- 
suasion. Canada was not unique in the ex- 
perience of many defeats before victory 
was achieved. ` Variations on theotheme 
make the story of success in each province 
a fascinating one. Suffrage was granted 
first in Manitoba in 1916 and last in Quebec 
in 1940. The Quebec incident is perhaps 
the most dramatic in the entire suffrage ex- 
perience throughout Canada. Many Amer- 
icans are probably unaware that it was only 
a decade ago that some women in the 
country adjacent to our northern border 
were unable to vote. The influential op- 
position of the Catholic- Church in the 
French dominated province was contrary 
to the general expressions of support for 
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women’s suffrage that came from Catholic 
officialdom elsewhere. 

In the western provinces, the ‘suffrage 
_ movement might be acclaimed a grass roots 
effort. However, in the other areas, 
women’s right to vote and to hold office 
was established through the cooperation of 
a small group of men and women. Women 
in Canada were frequently aligned in op- 
position—possibly to a greater extent than 
was the case in either England or America. 
Much credit is given the significant part 
played by the Women’s Christian Temper- 
ance Union in obtaining women’s suffrage. 

One of the more valuable aspects of this 
volume is an appendix which summarizes 
the accomplishments of women in politics 
in Canada and other countries where 
women have achieved political equality. 
If the holding of public office is a yard- 
stick, it might then be said that women 
have not responded to the challenge of 
their responsibility and perhaps least of all 
in Canada, Contributions such as Miss 
Cleverdon’s The Woman Suffrage Move- 
ment in’ Canada might serve as a reminder 
and impetus to women to get into politics. 
It serves well, too, as an addition to the 
literature of the harshness, bitterness, 
humor, and achievement that characterized 
the women’s suffrage movement of the nine- 
teenth and twentieth centuries. 

BARBARA STUHLER 
University of Minnesofa 


GELBER, Lionen, Reprieve From War. 
A Manual for Realists. Pp. x, 196. 
New York: The Macmillan Company, 
1950. $3.00. 


The author of this book, a Rhodes 
scholar of Canadian background, shows a 
keen appreciation of the vital role of power 
in world affairs. He points out that World 
War II was essentially “a war for power— 
to wrest power from the Axis, to put it in 
the hands of the free’—and that the con- 
test for power has produced a “perpetual 
crisis” .in our present world situation. 
There has been a notable redistribution of 
power in Europe and in the world at large. 

The author examines the position of 
Germany, the “German Makeweight,” and 
directs attention to the importance of this 
country in the present difficulties between 


277 


East and West. Attention is given to Rus- 
sian imperialism which the author believes 
is not new to Russian foreign policy, In. 
the midst of changes in the world’s balance 
of power and in view of the East-West rift, 
the author calls upon the West, as trustee 
of. the legacy of civilization, to discharge 
its duty to mankind. 

In a chapter devoted to “The Consolida- 
tion of the West—America’s Leading Role” 
the author traces various developments that 
have led to formal and informal agreements 
which bring together the peoples of the 
Western world for defense and security. 
It is pointed out that the United States and 
Great Britain have played leading roles 
in the consolidation of the West. The 
“greater capacity” of Canada in recent 
years is mentioned in this connection. 

Little comfort is -held out for exponents 
of world government as an “all-inclusive 
solution of the East-West schism.” The 
Council of Europe offers hope of regional 
abatement of sovereignty that may aid in 
advancing “pragmatic internationalism” 
even further than the United Nations itself. 

Although regional pacts and special 
agreements have been necessary, it is 
pointed out that the United Nations in 
blending “the systole of power and the 
diastole of liberty” offers much hope for 


- the future. 


Enjoining us that we must not seek 
peace alone but “peace with freedom,” Mr. 
Gelber affirms that “the reconciliation of 
liberty with security may be the inmost 
quest of modern democracies.” 

The reviewer has found this book to be 
stimulating and thought-provoking. The 
solid reasoning is set forth in engaging 
language which often contains expressions 
lifted from the world of histroy or litera- 
ture somewhat supplemental ta the usual 
language of politics and diplomacy. 

J. EUGENE HARLEY 

University of Southern California 


Lraquat Att Kuan. Pakistan, The Heart 
of Asia, Pp. xii, 151. Cambridge, 
Mass.: Harvard University Press, 1950. 
$3.00. 

As Walter Lippmann states in the pref- 
ace, this book is a record of the speeches of 

Prime Minister Liaquat Ali Khan on the 
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occasion of his visit to the United States 
in May 1950 together with the welcoming 
addresses of his American hosts. The 
speeches are largely repetitious in content 
despite editorial efforts at condensation. 
To justify the separation on August 15, 
1947, from India, the Prime Minister 
states that 100 million Moslems felt they 
were a nation, and too numerous and 
distinct to be relegated to the unalterable 
position’ of a political minority in India 
where their culture (which had existed 
there for hundreds of years) was in danger 
of effacement. He acknowledges that parti- 
tion did not eliminate minorities (since 
there are still 35 million Moslems in India 
and 13 million non-Moslems in Pakistan) 
but contends that it brought magnitudes 
within focusable limits and saved the polit- 
ical architecture of the new Asia from a 
strain which might have proved excessive 
and dangerous. He gives assurance that 
no religious or cultural coercion will be ap- 
plied to non-Moslem nationals and that 
Pakistanis’ main interests now are in their 
territorial integrity, their “Islamic Way of 
Life” (not a theocratic one), and in their 
economic development. He says that his 
country, the third most populous in Asia, 
is underdeveloped. . Eighty per cent of the 
people work on the land using primitive 
methods of agriculture, but there is a 
favorable trade balance with the dollar area 
largely because they produce 75 per cent 
of the world supply of raw jute. Neverthe- 
less, there are hardly any jute mills and 
few other industries. The United States 
was the first .country with which trade 
relations were established, and Pakistan is 
looking forward to the implementation of 
the Point IV program provided it is supple- 
mented by private investment from the 
United States. The foremost needs of the 
country are in the fields of irrigation, 
electrification, and communications. All 
types of industry, with a few exceptions, 
have been thrown open to private enter- 
prise. A Tariff Board has been set up to 
give protection to new and growing in- 
dustries, and profits are only taxed after 
the deduction of 5 per cent for the first five 
years, Foreign capital is welcome subject 
to participation of indigenous capital up 
to 51 per cent in certain industries and 30 
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per cent in others but only if indigepous 
capital is forthcoming within a reasonable 
time. ‘No restrictions now exist on the 
transfer of earnings and profits except those , 
of general application under the exchange 
control regulations (which are not stated). 
Pakistan has great sympathy for the re- 
surgent nationalism in Southeast Asia, and 
conceives her role to be that of a stabilizing 
factor in a backward and discontented part 
of the world. She will abide by a dem- 
ocratic verdict on the question of Kashmir 
but has no fear of the outcome since 80 
per cent of the people there are Moslems. 
Except for an interesting short address 
by Begum Liaquat Ali Khan on the status 
of women in Pakistan,.the book contains 
little more than what is here summarized. 
ALBERT E. KANE 
Washington, D. C. ` 


SLAVIC COUNTRIES 


Carr, Epwarp HALLETT, Studies in Rev- 
olution. Pp. vii, 227. New York: The 
Macmillan Company, 1950. $2.00. 
Professor Carr has been working for 

years on recent Russian history and pol- 

itics, and his earlier publications showed 
that Russian history does not begin for 
him in 1917. The present volume is a collec- 
tion of essays previously published in the 

(London) Times Literary Supplement. Yet 

this is no mere gathering of stray articles. 

The book has a central theme: revolutionary 

thedry and practice. The first figure studied 

is Saint-Simon, and the last two chapters 
deal with Stalin. In between, there are 
essays on Marx and Engels, Proudhon, 

Herzen, Lassalle, some nineteenth century 

Russian thinkers, Plekhanov, Lenin, and 

Sorel. As to minor figures, there is a 

study of William Gallacher and the Com- 

munist Party of Great Britain; compared 
to Marx and Engels, Lenin and Stalin, 

Gallacher is very small fry, and looking 

anxiously for at least one British Com- 

munist, Professor Carr may have included 

Gallacher en défaut de mieux. 

The main value of Studies in Revolution 
lies in the fact that it points up the con- 
tinuity of the European revolutionary tradi- 
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tions In the’ 1920’s, Soviet Communism 
was considered almost entirely as a link in 
the general European tradition of radical 
democracy and revolutionary socialism. 
Since the 1930’s, the pendulum has swung 
in the opposite direction, and Soviet Com- 
munism is increasingly” being interpreted 
as traditional Russian authoritarianism and 
Byzantinism, adapted to twentieth-century 
conditions. Professor Carr performs a 
service in stressing again the connections 
between recent events in Russia and the 
universal revolutionary ideologies and 
movements. If world Communism will be 
conceived only in terms of Russian military 
power or conspiratorial movements in the 
various non-Communist countries, the issue 
may be lost by the democracies, because 
Communism is a struggle for the mind of 
man, and not only a conflict of military 
weapons, espionage, and sabotage. Profes- 
sor Carr’s reminder of the nature of Com- 


munism as a link in the worldwide revolu- ` 


tionary tradition of the last century and a 
half is therefore of great practical import-’ 
ance, 

Where the author overshoots the mark 
is his implication that Russian Communism 
culminating in Stalin is tke final link in 
the chain of modern revolutionary thought 
and practice. Professor Carr continually 
implies that revolutionary Communism is 
the only alternative to liberal capitalism, 
in the light of which thesis Stalin appears 
as the dialectical culmination of `Saint- 
Simon. It is here that the author exag- 
gerates his thesis. Russian Communism is 
only æ link in the European radical tradi- 
tion, but by no means the final link. Re- 

. cent developments in Scandinavia and Brit- 
ain have shown that liberal capitalism can 
be fundamentally modified and reformed 
by policies of the welfare state and dem- 
ocratic socialism, and-it would seem to this 
reviewer at least that the tradition of dem- 
ocratic socialism is a more authentic intel- 
lectual descendant of Saint-Simon than 
Leninism and Stalinism. 

In 1939, Professor Carr implied in his 
Twenty Years’ Crisis that the democracies 
better come to reasonable terms with 
Nazism and Fascism, which then seemed 
to be the wave of the future. Today, 
Professor Carr sees in Stalinism the wave 
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of the future, the historical and dialectical 
continuation and replacement of liberal 
democracy. The clue to Professor Carr’s 
outlook is his Hegelianism, and his political 
interpretations are based too much on 
Hegel’s dictum that “what is rational is 
actual and what is actual is rational.” In 
1939, Professor Carr was too overawed by 
the power of Nazism and Fascism, and 
today he seems to be too impressed by the 
success of Soviet Communism. Professor 
Carr tries to be as realistic as possible in 
his high regard for power as the key ele- 
ment in the equation of politics, and yet 
his analysis of today may turn out to be 
as overly Hegelian as was his analysis of 
the world in 1939. 

A less cynical, more creative and imagin- 


-ative approach to the ninteenth-century 


background of socialism, including a pene- 
trating analysis of. Marx and Engels, will be 
found in Paths in Utopia, by Martin Buber 
(London, 1949). Its publication in the 
United States is urgent. 

; WILLIAM EBENSTEIN 
Princeton University i 


Jounson, Wirm H. E. Russia’s Educa- 
tional Heritage. Pp. xvi, 351. New 
Brunswick, New Jersey: Rutgers Uni- 
versity Press, 1950. $5.00. ` 
Although this book is primarily concerned 

with the education of teachers, it deals with 

the major educational policies and programs 
that characterized “the last three centuries 
of Tsarist regime,” reflecting “the educa- 
tional concepts of the era as well as much 
of the thinking and mode of life of the 

Russian people.” While pointing out many 

important characteristics “between Empire 

and Soviet procedure,” the book shows that 
instead of entirely destroying the old order 

the Russian Revolution actually created a 

new state on the foundations of the old. 
The author spent from 1934 to 1937 in 

Russia, where he learned the language, 

taught English, and gave lectures in many 

of the Soviet institutions, including factory 
schools, hospitals, and sports societies. 

Also, he traveled over all of European 

Russia with groups of students, teachers, 

journalists, and factory workers. From 

these: contacts he acquired an extensive 
acquaintance with the educational theories 
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and practices of that country; and his book 
reflects a remarkable familiarity with Rus- 

sian history. 7. 
` Itis of special interest to learn that those 
educational theories and practices that were 
brought in during the early years of the 
new regime were later displaced by “con- 
cepts and methods which were outlawed 
and despised in the 1920’s.’ Here it may 
be recalled that Walter Duranty reported 
from Moscow in The New York Times in 
July, 1937, that the Soviet authorities had 
ended “the nefarious doings of the brain 
trusters in the educational commissariats” 
of the country and had driven out those 
“unscientific, reactionary, anti-Marxist fake 
technicians,” who were charged with getting 
hold of the Russian educational system by 
means of a “pseudo-science called pedol- 
ogy.” ; 

Further evidence that the Russian Rev- 
olution did not educationally make a com- 
plete break with the past appears at an- 
other point. The Soviet Government 
demands from its citizens a “degree of 
political loyalty which is astonishingly 
similar to the religious orthodoxy required 
in previous ages” and today the Soviet 
teacher is required tn subscribe to the 
aims and practices of the state as rigidly 
as instructors at the Moscow Academy 
were required in the seventeenth century 
to do. The instructions to teachers and 
the present-day Soviet educational aims 
bear marked resemblances to conditions in 
other times. ; 

Dr. Johnson shows that, despite the most 
revolutionary social upheavel in the history 
of the world, “the enduring character of 
Russian society has compelled return to 
many prerevolution practices, not only in 
education but in other fields as well.” 

Students of educational history and of 
comparative education will find this a valu- 
able book. It is well written, most help- 
fully documented, and contains a very use- 
ful bibliography of original and secondary 
sources in both English and Russian. 

Evcar W. KNIGHT 
, The University of North Carolina 


$ Mımarorr, Ivan. Macedonia: A Switzer- 
land of the Balkans. ‘Translated by 
Christ Anastasoff. With an introduction 
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by Dr. John Bakeless. Pp. xvii,°139. 

St. Louis, Mo.: Pearlstone Publishing 

Company. 1950. $3.00. 

This little book about Macedonia is 
something of a mystery. It is published 
under the name of Ivan Mihailoff, former 
chief of the IMRO, Internal Macedonian 
Revolutionary Organization. The book was 
published in 1950, but we are not told 
when it was written. Since it contains 
references to Tito and his Macedonian Re- ` 
public as part of the Yugoslav Federation, 
we may assume that the book is a postwar 
product. In his Preface, the translator, 
writing in April 1950, states: “Ivan Mihail- 
off, the author of this book, is the outstand- 
ing ideologist and leader of the IMRO.” 
It would follow from this that Mihailoff - 
is still alive, though the world has thought 
that he was dead. The translator further 
states: “In this book, the author makes 
practical proposals for lasting Balkan peace 
and tranquility.” That proposals for any 
kind of peace and tranquility are made by 
a man of the stamp of Mihailoff is, to say 
the least, something new. 

In the most authoritative up-to-date dis- 
cussion of Macedonia, published by the 
Royal Institute of International Affairs, 
Elizabeth Barker. writes about Mihailoff: 
“Its (IMRO’S) last leader, Ivan Mihailoff, 
was a killer and a ganster on a large scale, 
not a revolutionary.” 

In giving the history of IMRO since 
Mihailoff took it over, Miss Barker writes: 


“Tn the 1920's it became more of a financial 
. racket, selling its services to the highest 


bidder—the Bulgarian ‘government, the 
Italians, possibly, for a brief period, Soviet 
Russia.” -She further states that for a time 
IMRO trafficked illegally in drugs, and that 
when: it was suppressed in Bulgaria in 1934 
its property was estimated at 400 million 
leva. ` ' 

If .this book was really written by 
Mihailoff, it has value as a historic curios- 
ity. Here he talks about little else but 
sweetness and light. If Switzerland could 
become a united country with her different 
languages, why could not Macedonia do 
the same? 

Mihailoff’s recommendations as to how 
this should be accomplished are full of 
absurdities. He says that the new country 
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should have five languages, Turkish, Al- 
banian, Greek, Bulgarian, Rumanian, but 
he does not include Serbian, even though 
hundreds of thousands of Serbian-speaking 
people inhabit the region he assigns to 
Macedonia, On the other hand, three of 
the languages mentioned by him are very 
minor in the region. He would carve the 
territory of the new country out of Yugo- 
slavia, Bulgaria, and Greece, not saying how 
that could be accomplished by peaceful 
means, and he lightly declares that bound- 
‘ary disputes with Greece would not be dif- 
ficult. 

He further states that this future Mace- 
donia could produce all the necessities for 
its economic existence—forgetting that not 
even the United States could do that. 
Then he goes on saying that the “explora- 
tion and exploitation of the subsoil mineral 
wealth . . . has limitless possibilities.” 
The exploration does have them, indeed, 
but how does he know about the possibil- 
ities of exploitation unless he means the 
type to which Miss Barker refers? 

The author makes the claim that Mace- 
donia should be independent, but, strangely, 
he does not support his thesis by any sub- 
stantial claim that Macedonia is any kind 
of natural unit. He makes the point that 
it is not an ethnic one, nor is it a historic 
entity. If the region has no language or at. 
least dialects of its own, what is the basis 
of claim for independence? The only sen- 
sible suggestion made in the book is that 
of a Balkan Federation. “As a happy 
decision for the peninsula, the federation 
would also be acceptable to the Macedonian 
fighters.” This makes it definitely unan- 
imous. EMIL LENGYEL 

New York University 
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PALMER, R. R. A History of the Modern 
World. Pp. xviii, 900, xxi. New York: 
Alfred A. Knopf, 1950. $5.00 text; 

` $6.75 trade. 

What have modern Europeans and their 
desceridants done in common? Professor 
Palmer of Princeton has designed this book 
to set forth the history of modern Europe 
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and European civilization as a unit, and in 
its later chapters to tell the story of an 
interconnected world. Emphasis falls on 
situations and movements of international 
scope. . 

Essentially an introductory textbook for 
modern Europe beginning with the Renais- 
sance, the division of space stresses the 
more recent past. Of its 19 chapters, 
the central chapter discusses Napoleonic 
Europe. Yet the central pages fall at a 
later period, namely, at the middle of the 
nineteenth century. Familiar subjects such 
as the Protestant Revolt and the French 
Revolution are complemented with discus- 
sions of science and political theory in the 
first half of the book. The second half 
stresses progressive and democratic move- 
ments, the building of the national states, 
and demographic factors. In all, the au- 
thor attempts to include what is most use- 
ful and enlightening about Europe for 
Americans “who must live in the present 
and the impending future.” i 

The work follows current trends in in- 
tegrating developments in -Eastern and 
Southern Europe with the traditional stress 
on Western Europe. Overseas Europe re- 
ceives much attention, late nineteenth cen- 
tury imperialism properly being handled 
with emphasis. Historic regional differences 
within Europe are brought out and the his- 
tory of the Americas is woven into the 
story at various points, as are developments 
of the last century in Asia and Africa. Of 
the twentieth century political revolutions, 
that in Russia has the principal stress (pp. 
7045750). The Great Depression is placed 
in its world setting. 

The book reveals alert scholarship and 
a swift, lucid style. A brief summary of 
ancient and medieval times makes up Chap- 
ter I. The table of contents is analytical, - 
the index carefully made. There are chron- 
ological tables, together with lists of rulers 
and regimes. Some 41 maps and a number 
of illustrations increase the usefulness of 
the volume. The illustrations are reproduc- 
tions of paintings, most of them well 
known, dating from the fifteenth century 
to the twentieth. The bibliography is by 
Frederick Aandahl, Jr. 

VERNON J. PURYEAR 

University of California 
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Scuapiro, J. Satwyn. The World in 
Crisis; Political and Social Movements 
in the Twentieth Century. Pp. ix, 429. 
New -York: McGraw-Hill Book Co., 
1950. $4.00. 

To Schapiro, “the world in crisis” is the 
consequence of the trend of events emanat- 
ing from World War I and the Russian 
Revolution of 1917. The resulting division 
between East and West became complete 
with World War II and thereafter. The 
West continued to maintain the libertarian 
principles inherited from the nineteenth 
century, whereas the East has rejected 
them by forming a new order based on 
totalitarian dictatorship. Soviet Russia has 
vowed to destroy democracy (as known 
to the Western world) and to establish 
Soviet “democracy” everywhere, as evi- 
denced by the cold war that she has 
launched against the Western democracies. 
This division in the mid-twentieth century 
is both wide and deep, and every attempt 
to bring about “one world” thus far failed. 
As a consequence, fear of a third world 
war, more devastating than the two pre- 
vious ones, is prevalent today. 

Schapiro develops his thesis -by showing 
how world wars and world revolutions have 
precipitated this crisis by accelerating tend- 
- encies already in existence. He deals with 
the political, social, and economic move- 
ments that arose during the first half of 
the twentieth century. Into the analyses of 
these movements he integrates background 
historical material, explaining how they 
came into being, how they have operated, 
what problems they have created, and what 
has been done to solve these problems. He 
makes a special effort to weave events 
meaningfully into this pattern, rather than 
to tell them as narrative history. The 
description starts with the explanation how 
and why democracy ceased to be purely 
political and sought to apply its egalitarian 
principles to the economic and social order, 
and then proceeds with the analysis of the 
relation of nationalism to the sovereign 
political state, the decline of colonial im- 
perialism, the failure of the economic sys- 
tem, based on laissez-faire capitalism, fail- 
ure to meet the rising demand for security, 
the development of the fascist, nazi and 
communist forms, and the diplomatic and 
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military conflicts leading to both world 
wars. Probably the best are the two con- 
cluding chapters, covering first the emer- 
gence of the United. States as the greatest 
power in the world and its efforts to remain 
the leading champion of democracy against 
totalitarian dictatorship, and second the 
great problem confronting the world today 
—how to achieve world peace—and the 
many efforts to solve it. 

While Schapiro says nothing which is 
new and which has not been said by others 
(especially by Hans Kohn), whatever he’ 
says is presented ably. The work is done 
with the artists broad brush rather than 
with the historian’s microscope and fine 
pencil. He has assembled nuñberless his- 
torical facts into a coherent pattern; hence 
the work has value by presenting con- 
temporary history in a readable and mean- 
ingful formula. . 

: Josers S. Roucex: 

University of Bridgeport 


Scwaprro, J. Satwyn. Liberalism and the 
Challenge of Fascism: Social Forces in 
England and France (1815-1870). Pp. 
xii, 421. New York: McGraw-Hill Book 
Co., 1950. $5.00. 

Professor Schapiro’s book provides the 
reader a closely reasoned exposition in clear 
and compact form of the part that middle- 
class-conscious Utilitarians and classical 
economists played in providing the seed 
ground from which liberal democracy in 
the broadest current sense was to emerge. 
The gap .between Bentham, Malthus, and 
Ricardo, whose emphasis on middle class 
control of society grew out of the rapidly 
burgeoning machine age, and the more ad- 
vanced John Stuart Mill, who championed 
the broad suffrage of our modern parliamen- 
tary system, with its “Government” and its 
“Loyal Opposition,” is bridged with a sure 
and experienced touch. In alternating 
chapters on England and France from the 
1830’s onward, the author makes clear the 
important differences between the English 
traditions of gradual change that persisted 
after 1689 and the French state of mind 
after the violent overthrow of the Old 
Regime, which led the “bourgeois victors 
of 1830... soon to realize that, in order 
to maintain their victory, they would have 
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to,pass to the other side of the barricade” 
and “not to the floor of parliament” (p. 
181). He discusses De Tocqueville and 
his famous book, De la démocratie en 
Amérique, with its argument for democratic 
liberalism as opposed to Guizot’s capitalist 
oligarchy, a “class despotism without class 
responsibility,” and he explains the rather 
easy transition to the Second Empire, which 
“anticipated ina vague, incomplete way 
what is now know as ‘fascism’” and man- 
aged to “maintain at least the appearance 
of democratic methods through plebiscites 
and elections” (p. 320). The last-minute 
“Liberal Empire” merely revealed the 
weakness of the political structure. Napo- 
leon, it is argued, was a budding, somewhat 
hesitant fascist, but not a totalitarian. 
Another and a far more dangerous “her- 
ald of fascism” in Schapiro’s view is the 
revolutionist, Pierre Joseph Proudhon; 
“prophet of future discontents,” to whom 
he devotes a most illuminating chapter. 
This most contradictory and least under- 
stood of recent social thinkers is popularly 
associated with the oft-repeated slogan, 
“property is theft.” This only adds to the 
confusion. Anti-capitalist, anti-Catholic, 
and anti-Semite, Proudhon defended negro- 
slavery and glorified war for its own sake. 
His belief in the dictatorship of one man 
supported by the people led this “anarchist” 
to hail the “dictatorial Second Empire as 


the long-promised, passionately hoped for, - 


historical event that would usher in le 
troisième monde” (pp. 354-55). His peace- 
ful révolution par le crédit and his classless 
society, an all-embracing Ja classe moyenne, 
was not accepted by the emperor. But 
recent German and French Nazi writers 
have hailed Proudhon as the forerunner of 
the Third Reich. In 1871 the revolutionists 
of the Paris Commune heard his voice, and 
the French syndicalists of half a century 
ago, like the Confédération Générale du 
Travail, were guided by his thinking. 
Schapiro has provided valuable clues for 
unravelling the tangled skein of this an- 
archist’s philosophic web. 

Thomas Carlyle is the third and last of 
the author’s “heralds of fascism”’—a writer 
who “had no followers, no disciples in Brit- 
ain, excepting John Ruskin and James Fitz- 
james Stephen,” but whose “hero” “is none 
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other than the Nazi ‘Fuehrer,’ dressed in 
moral garments tailored by the Puritan 
Carlyle.” During the years of Hitler’s rise, 
1926-1932, 300,000 copies of a book of 
translated selections from his work were 
sold in Germany. An Italian fascist writer, 
Liciardelli, hailed Carlyle as the prophet of 
the new social order which it was Mus- 
solini’s mission to establish. Schapiro’s 
book provides a sound history and a valiant 
defense of that liberal democracy to which 
our western world stands committéd. ` 
i WALDEMAR WESTERGAARD 
University of California at 
Los Angeles 


 AUGÉ-LARIBÉ, MICHEL. La Politique agri- 


cole de la France de 1880 è 1940. Pp. 
488. Paris: Presses Universitaires de 
France, 1950. 975 frs. 

Dr. Michel Augé-Laribé is well known 


for his works on French agriculture. Since 
the beginning of the century, he has de- 
voted himself to the study of French rural 
economy. He is editor of the best edition 
of Proudhon’s works on land problems and 
rural life, and his books on the co-operative 
movement and on the situation of the farm- . 
ers during World War I constitute a very 
important contribution to the science of 
rural policy. Moreover, he has been farm- 
ers’ group leader in many international 
meetings, was French permanent represent- 
ative in the Council of the former Interna- 
tional Institute of Agriculture in Rome just 
before World War II, and was in charge 
of the Studies and Documentation Service 
in the French Department of Agriculture in 
Paris from 1942 to November 1945. No- 
body knows better than Dr. Augé-Laribé 
what the agriculture policy of the French 
Third Republic was, if there was one. 

The book under review is not mere 
history, but partakes of the nature of 
memoirs. Several of the highest officials 
who took part in the so-called “policy” 
making are at times under heavy fire of 
criticism. Meline, the well-known Minister 
of Agriculture, holds an unenviable place 
among them: the “Father” of French agri- 
cultural protectionism is charged with being 
much more concerned with the business in- 
terests of his constituents than with a sound 
agricultural policy and the nation’s econ- 
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omy. It is not the author’s aim, however, 
to criticize men and to damage reputations; 
rather he wishes to instruct those who are 
or will be in charge not to overrespect the 
old. taboos. 

This book is a must for any French 
person interested in agricultural policy; it 
will. provide a good background for the 
American reader who endeavors to under- 
stand European reactions in relation to agri- 
cultural and economic policies in general. 

Dr. Augé-Laribé divides the period under 
review (1880-1940) into three- parts which 
are covered in three well-balanced chapters 
preceded by an introductive survey on the 
state of French agriculture in 1880. Part 
I (1878-1914) deals with the severe agri- 
cultural crisis arising on the one hand from 
the competition of overseas food products 
(mainly grains), and on the other hand 
from the plagues affecting the French vine- 
yards, some of which were physical, such as 
phylloxera, mildew, and rots; while others 
were economic, such as overproduction; 
Part II (1914-1920) deals with the impact 
of World War I on French agricultural 
policy;. and Part III (1920-1940) draws a 
picture of the strong revival of French agri- 
culture and of its new crisis in trying to 
avoid the effects of the Great Depression of 
the 1930's. 

Built on an unusually important docu- 
mentation, La Politique agricole de la 
France de 1880 à 1940 is a book of great 
value for everyone interested in rural 
policy. Some of the main issues, such as 
protectionism versus laissez faire, or per- 
haps finance versus agriculture, are not ex- 
clusively French. Dr. Augé-Laribé és latest 
book is a stimulating one. 

MicHEL Céripe . 

Institut National Agronomique, 

Paris, France i 


Ducros, Prerre. L Évolution des rapports 
politiques depuis 1750. Pp. xvi, 344. 
Paris: Presses Universitaires de France, 
1950. 600 fr. 


This is, in order of arrangement, the first 
volume of the first series of the Biblio- 
théque de la Science Politique, directed by 
MM. B. Mirkine-Guetzévitch and Marcel 
Prélot. Pierre Duclos is Maitre des Con- 
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férences at the Institut d’Etudes Politiques 
de Paris. 

According to the preface, written by the 
Directors, the first series, under the cap- 
tion Initiation, Méthode, Documentation, 
is to be a *Manual of Superior Instruction,” 
and is to serve as a general introduction to 
political science. It is designed to provide 
orientation and stimulus for, especially, the 
general public, and for students midway 
between the secondary and the professional 
schools. 

In explanation of the term “rapports 
politiques,” it is stated that a “rapport 
politique” appears wherever “public force 
is applied to maintain social cohesion.” 
The term may therefore perhaps be trans- 
lated as “political relationships.” l 

The subject matter of the volume is in- 

dicated as “Liberty, Integration, Unity” 
‘(meaning the problem of world unity). 
The author has, to remarkable degree, ful- 
filled his part of the project. He- has por- 
trayed i in broad and systematic outline, and 
in lively style, the changing political and 
legal status of man during the past two 
centuries: first in the despotisms of the 
eighteenth century, then in the social 
democracies with their varying gradations 
of socialism, and finally in the totalitarian- 
isms of the twentieth. He has illuminated 
the facts presented with discussions of the 
political philosophies behind them. He has 
furnished the book as a whole, and the 
separate chapters, with excellent bibliogra- 
phies. He has dealt comprehensively with 
the current international scene. 
- He has not hesitated to evaluate facts 
as he finds them, and judicially to point 
the way toward what seems to him as the 
only possible solution of the present world 
crisis. 

It is impossible in a review of this length 
to do justice to a book of the magnitude of 
this one, either to its comprehensive scope 
or to its sustained interest and excellence. 
In only a few respects does it seem open 
to question. 

The discussion is conducted throughout 
on the level of government rather than of 
state. To have carried it batk to the state, 
the basic political organization, would, in 
the opinion of the reviewer, have helped to 
clarify some things left somewhat obscure 
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—fer example the discussion of the “federal 
order” on page 235. Here, in adhering to 
the theory of inherent power in the con- 
stituent groups in a federal organization, 
the author apparently fails to see that, al- 
though these groups do not receive their 


powers from a central government, they. 


do receive them from the ultimate political 
entity, the state. 

In other respects the discussion of -fed- 
eralism, in which Pierre Duclos appears 
to find man’s best hope for the future, 
disappointed this reviewer. He defines fed- 
eralism as a regime in which powers are 
constitutionally divided between a central 
government and local or other units. He 
proceeds to show that federalism goes be- 
yond “simple” democracy by characterizing 
as “authentic” only that federalism which 
is agreed to by popular majorities in the 
constituent units—thereby becoming, if 
only by a fiction, “contractual.” Strongly 
reminiscent as this is of the contract theories 
of the seventeenth and eighteenth centuries, 
it at the same time rejects actual federal 
forms not contractually established. In 
addition, the author describes confederation 
as a form of contractual federalism. 

Pierre Duclos maintains, moreover, that 
federalism “goes beyond” liberalism and 
social democracy, while at the same time 
it avoids totalitarianism. This he bases, 
again, on the claim that in federalism’ the 
different economic and social interests “par- 
ticipate in power.” Yet nowhere does he 
show any necessary or actual relation be- 
tween federalism and the guarantee of eco- 
nomic and social rights, which elsewhere 
he makes the criterion of social democracy. 

In other respects, also, a more basic 
attention to political philosophy would have 
contributed greatly to this work. In his 
discussions of democracy and totalitarian- 
ism, the author gives only a somewhat 
secondary place to the philosophical con- 
cepts underlying those two systems: that 
of the importance of the human personality 
in the former, and that of the totality for 
which the individual exists acording to the 
latter. ee i 

This may be in large part the reason 
why in his analysis of the present world 
crisis, he seems to believe that the differ- 

ences between the two points of polariza- 
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tion could be settled by compromise, Com- 
promise would be possible only if no mu- 
tually contradictory and exclusive moral 
values were ultimately involved in the con- 
temporary struggle. It is suggested that 
a more thorough consideration of the polit- 
ical philosophies concerned’ would have re- 
vealed that the schism between East and 
West results zoz in any primary sense from 
“strategic” reasons so far as the West is 
concerned, but from a deep-seated convic- 
tion entertained there concerning the hu- 
man personality. This conviction on the 
one hand transcends in importance any 
considerations of national power as such, 
and on the other makes compromise im- 
possible without moral surrender. 
ELLEN DEBORAH ELLIS 
Mount Holyoke College 


Jacquemyns, G. La Société Belge sous 
Voccupation allemande, 1940-1944. Vol. 
I: Alimentation et état de santé. Pp. 
538. Vol. II: Mode de vie, Comporte- 
ment moral et social. Pp. 502. Vol. 
III: Les travailleurs déportés et leur 
famille. Pp. 143. Brussels: Nicholson 
& Watson, 1950. 


' These three volumes are the outcome of 
an effort to produce a kind of social motion 
picture of five aspects of Belgian life during 
the Nazi occupation of 1940-44: nutrition, 
health, general mode of life, moral and so- 
cial behavior, and the deportees and their 
families. Selected for study were working 
class families, principally miners and metal. 
workers, in order to obtain sufficiently 
compact groups to yield comparable data. 
The families were principally Walloon, a 
limitation imposed no doubt by conditions 
of the Occupation itself and perhaps en- 
couraged by the concentration of Professor 
Jacquemyns’ earlier sociological studies in 
the mining region of Wallonia, Within this 
self-imposed limitation, the study is illu- 
minating. Beginning under the noses of 
the Germans it has now, five years after 
the Occupation, flowered into a very sub- 
stantial work. 

The Occupation was a subject of personal 
observation for Professor Jacquemyns, for 
he was in Belgium throughout that period. 
For some eight years previously he had 
been actively bringing social problems of 
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Belgium within the focus of scientific meas- 
urements, producing studies of unemployed 
. workers and social conditions in the mining 
region of the Borinage and of hygienic con- 
ditions in rural communities, not to men- 
tion a contemporary history of Brussels, 
which had stamped him as both a pain- 
staking and an imaginative social scientist. 
Readers of THE ANNALS will recall his 
two illuminating articles on repatriation and 
coal miners in the September 1946 issue 
(Belgium in Transition) and will recognize 
in the three volumes under review the care- 
ful sociological research and scientific anal- 
ysis which uniformly characterize his work. 
The volume on nutrition and health is 
in the main a statistical study of the effects 
of the Occupation upon the nutrition and 
health of the Belgian people. With a rich- 
ness of detail it supports the conclusions 
which “students had -drawn earlier from 
more fragmentary sources. If this pays 
due respect to the high order of intelligence 
which reached the outside world during 
Belgian Occupation and of the scientific 
competence of Belgians in exile, it does not 
detract from the thoroughness and sub- 
stantial competence with which Professor 
Jacquemyns executed this part of his study. 
The second volume on the Belgians’ 
mode of life under Occupation—dealing 
with housing, clothing, heat, leisure and 
amusement, a variety of intellectual, moral 
and social factors and the psychological re- 
percussions of Occupation—is an excellent 
sociological study based upon forty-three 
family case histories. As these forty-three 
histories are summarized, the volume pro- 
vides monographs of lasting value. . 

The final volume, describing what: hap- 
pened to the deported workers and their 
families, is based upon a study of 300 
families over a period of six months. These 
families, 60 of which were the subject of 
case studies, lived in the provinces. of Liége, 
Hainaut, Brabant, and Antwerp. As this 
study deals with wartime conditions, those 
familiar with Belgium in Transition, will 
find Professor Jacquemyns’ excellent article 
on‘ readjustment problems of the deported 
workers still a useful commentary on what 
followed the end of the war. 


Many of the-social, economic and polit- - 


ical problems which Belgium has faced 


THE ANNALS oF THE AMERICAN ACADEMY 


since Liberation stem from ‘the period of 
Occupation. It is necessary for student and 
statesman to familiarize themselves with 
this origin in order to understand. and deal 
adequately with the complex consequences 
which flow from it. This is true not only 
of Belgian but of foreigner as well. In no 
period of human history has the ancient 
adage been so true that “a little knowledge 
is a dangerous thing.’ We constitute a 
much smaller world and the opinions and 
decisions of one people can work more 
havoc with others than ever before. We 
in the United States can well be grateful 
for such careful studies as these of Profes- 
sor Jacquemyns which throw such illu- 
mination on the current life of the Belgian 
people and so, indirectly, upon that of 
Europe generally . 
SMITH SIMPSON 
American Embassy 
Mexico, D. F. 


Kann, RosertT A. The Multinational 
Empire; Nationalism and National Re- 
form in the Habsburg Monarchy, 1848~ 
1918. Vol. I: Empire and Nationalities; 
Vol. II: Empire Reform. Pp. xxi, 444, 
xiv, 423. New York: Columbia Univer- 
sity Press, 1950. $12.50. 

This is a detailed, well organized account 
of the nationality problems facing the 
Habsburg monarchy from 1848 to its dis- 
solution in 1918. After briefly tracing the 
historical origin of the empire, chapters are 
devoted to each of the national groups and 
their demands for further recognition. 

In volume II the various proposals for 
a political reorganization of the empire and 
the reasons for their failure are discussed. 
Dr. Kann a former Austrian jurist and ad- ` 
vanced student at the University of Vienna, 
now professor at Rutgers University, 
throughout his work presents the varying 
viewpoints of statesmen and scholars on 
the issues involved. 

“The peculiar character of the Eastern 
Central European regions, which were so 
diverse geographically, historically, cul- 
turally, and ethnically and where strong 
historic tradition and low social standards 
apparently were considered compatible, pre- 
cluded,” says Kann, “that melting pot proc- 
ess which is the basis of growing unification 
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of many an empire” (II, 289). Thus, the 
usual standards for measuring the strength 
of nations misses the point since “the in- 
‘ heritance out of which the empire was com- 
posed was more diverse, for a longer time 
and in almost every respect than that of 
any other great empire in modern times. 
Consequently, Austria could not create the 
western type of state organization” (II, 
289). . . 

The author believes that in 1848-49 
there was a possibility for Austria to have 
introduced reforms which might have pre- 
served her for many generations and have 


` even made “a true state” out of her domin-. 


ions. He also holds that for two genera- 
tions before -1918 there never was a good 
chance for imperial reforms without danger 
of disintegration. ‘The one thing which 
could have saved the empire for at least a 
time was peace, the very thing which 
Austria failed by her fatal policy of July 
1914 to preserve. i 

Among other excellent features of the 
book is the careful analysis of the per- 
sonalities and policies of Emperor Francis 
Joseph, of Crown Prince Rudolph, of Arch- 
duke Franz’ Ferdinand, and of Emperor 
Charles I. 

“The majority of writers,” says Kann in 
speaking of Francis Joseph, “consider that 
his profound inability to understand prob- 
lems of modern times—democracy, nation- 
alism, liberalism, and socialism—was re- 
sponsible for his unwillingness to initiate 
or even to support far reaching empire re- 
forms” (II, 232). His passive policy at 
the brink of disaster was only possible 
because of his unchallenged authority and 
prestige. Minority writers such as Rudolf 
Wolkan, whom Kann cites, on the contrary 
argue that “the passivity of the emperor’s 
nationality policy was deliberate and well 
reasoned” since he “feared that federaliza- 
tion of Austria would only increase the 
desire of her neighbors to liberate fully the 
already half-independent federal member 
states of the empire” (II, 232). This could 
have been met only by increased military 
torces which would be difficult to procure 
especially in the light of Magyar intran- 
sigence. i 

Besides, the emperor never forgot the 
conservative Metternichian ideology of his 


287 


l early days and the tradition of his house. 


This led him to believe that constitutional 
parliamentary government was contrary to 
his inherited philosophy and that Austria 
had a German mission to perform if not 
as the principle German power at least in 
association with Germany. His “few and 
timid contributions to constructive solu- 
tions of the Austrian nationality problem 
were more than outweighed by ill-advised 
and ill-executed measures leading to further 
and faster disintegration of the empire,” 
says Kann (II, 235). If concessions to the 
nationalities “even remotely seemed to im- 
pair the crown’s prerogatives, his concern 
for the latter decided the issue.” Likewise 
unfortunate was the fact that “concern for 
the empire’s shaken international prestige . 
made him tolerate an active Balkan policy 
in the last decades of his reign, against his 
own peace-loving intentions” (II, 235). 
JAMES E. GILLESPIE 
The Pennsylvania State College 


Cray, Lucrus D. Germany and the Fight 
for Freedom. Pp. 83. Cambridge, 
Mass.: Harvard University Press, 1950. 
$2.00. 


This little book is based on the Godkin 
lectures which its author delivered at Har- 
vard University in 1950. It contains a 
lucid statement of General Clay’s basic 
philosophy and conclusions relating to the 
past, present, and future of Germany and 
to a lesser extent Europe and indeed the 
entire world. To a reader of Decision in 
Germany it should serve as a refresher and 
addendum; to one who has not read the 
longer work and for one reason or another 
cannot look forward to such a profitable 
exercise the book will throw much illu- 
mination on the current reflections of one 
who has had an unique opportunity to ob- 
serve developments in Western Europe. 

Starting out with a discussion of “The 
Struggle for Peace by Agreement” General 
Clay proceeds to an analysis of “Progress 
Toward a West German Government” and 
concludes with a consideration of “German 
Policy and European Policy Integrated.” 
His comments on Yalta could be read with 
great profit by Jeremiahs both within and 
outside of the government. It is almost 
shocking in this day to note his conclusion 
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that it seemed during 1945.that the quadri- 


partite experiment in Germany. involving 
the Russians “would succeed” and that 
there “was an impressive record of ac- 
-complishment in the early months.” Gen- 
eral Clay’s final conclusions are particularly 
timely, though they will occasion contro- 
versy. He is now at any rate a firm be- 
liever in the balance of power thesis, and, 
while he does not rule out the United 
Nations, international agreements, and the 
like, he sees the hope of the world in. a 
single nation which has “adéquate strength 
to make aggression by others unprofitable,” 
and that nation is of course the United 
States. , 
HAROLD ZINK 
Ohio State University 


Eyck, ErrcH. Bismarck and the German 
Empire. Pp. 327. London: George 
Allen & Unwin (distributed in the U. S. 
by Macmillan Company), 1950. $3.75. 

- Dr. Erich Eyck is one of those fine 

scholars who was driven from his home- 

land by the monomaniacal Hitler. Switz- 
erland and England gained and Ger- 
many lost a fine historian. During World 

War II, Dr. Eyck published in Switzer- 

land his excellent three-volume Bismarck, 

written in German. The present volume, 
based on a course of lectures which Dr. 

Eyck held at the invitation of the History 

Faculty of Oxford University, in the Hall 

of Balliol College, is a summary of the 

salient points of his larger work. Written 
in a smooth-flowing style, beautifully or- 


ganized, and stripped of all documentation, - 


it is especially welcome to American stu- 
dents who need a first-rate treatment of the 
Iron Chancellor. It will serve as a most 
useful guide to late-nineteenth-century Ger- 
man history until the larger work is trans- 
lated. 

Bismarck was the most important per- 
sonality in the history and development 
not only of Germany, but of the whole of 
Europe, in the second half of the nineteenth 
century. It is historically accurate to label 
the period from 1862 to 1890 the age of 
Bismarck.. When this great Realpolitiker 
stated frankly that “not by parliamentary 
resolutions are the great questions of the 
day settled, but by blood-and-iron,” he set 


THE ANNALS OF Tse AMERICAN ACADEMY 


the standard for a century whose experi- 
ments with liberalism had gone awry. Not 
only did he achieve the unification of Ger- 
many almost single-handed, but he also 
transformed the spirit and mentality of the 
German people. 

All this, of course, is well known. Dr. 
Eyck treats the familiar facts of Bismarck’s 
career in conventional fashion, but he also 
possesses and uses to a striking degree the 
added advantage of keen historical insight. 
Unlike those German historians who start 
out with the premise that the superman 
Bismarck did no evil, saw no evil, and 
heard no evil, Dr. Eyck evaluates the 
Chancellor’s good along,with the bad.’ He 
shows how Bismarck fashioned a united, 
strong, and powerful Germany, but he also 


“recognizes that the German sense of free- 


dom and individual independence, of justice 
and humanity, had been lamentably weak- 
ened by power politics and by the personal 
régime which. the Chancellor imposed on 
his countrymen. This, in the final analysis, 
was the reason why Bismarck’s work did 
not last. ; 

Dr. Eyck performs a service by showing 
that the truth of the origins of the three 
wars of German national unification, against ` 
Denmark in 1864, Austria in 1866, and 
France in 1870-71, is quite the opposite 
of the explanation given by Bismarck in 
his Reflections and Reminiscences.. That 
these wars were forced on Prussia by 
mighty Denmark, powerful Austria, and 
glory-seeking France is a legend believed 
only by German school children and myopic 
German historians. Bismarck’s war against 
Denmark was deliberate aggression. ` He 
may not from the beginning have been bent 
on war with Austria, but he was engaged in 
a policy which made conflict unavoidable. 
He trapped the vain little man who thought 
he was Napoleon into the Franco-Prussian 
War. 

Dr. Eyck shows this in convincing fash- 
ion. His book should be required réading 
for America’s leading woman journalist 
who stated blandly on a Town Meeting of 
the Air program some time ago that “Bis- 
marck’s three wars for national unification 
were decent wars, as far as wars go.” 

Louis L, SNYDER . 

The City College of New York 
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GIBERT, G. M. The Psychology of Dic- 
tatorship. Pp. viii, 327. New York: 
The Ronald Press Co., 1950. $4.00. 


The author of this study of leading per- . 


sonalities in the Nazi dictatorship was an 
official prison psychologist at the Nurem- 
berg trial of the Nazi war criminals. He 
possessed both a unique opportunity to ob- 
tain first-hand data concerning the mental 
processes of the Nazi leaders and the 
technical competence to evaluate his ob- 
servations with the aid of the fine tools 
furnished by modern clinical and social psy- 
chology. He had free access to the major 
German leaders who had survived the war 
ard kept them under close observation for 
a full year. He understood the importance 
of a deeper insight into the relationship 
between psychodynamics and social conflict 
in the modern world. His book is a weighty 
contribution to the literature on psycho- 
pathology and politics.’ 
Was Hitler really insane at the close of 
his career? Dr. Gilbert hesitates to say 
' definitely that Hitler was suffering from an 
actual paranoid psychosis. He seems to 
_think that Hitler was rather a victim of 
. paranoid-neurotic obsession. He calls him 
a “true fanatic” with an “antisocial psy- 
chopathic personality.” Hess also he re- 
garded as “sane, that is, legally responsible 
though obviously pathological.” Goering 
was a “cynical aggressive psychopath.” 
Hans Frank, Hitler’s personal lawyer and 
later the tyrannical pro-dictator of Poland, 
was “a demonstrative hypomanic sadomaso- 
chist.” 5.S.-Colonel Hoess, the builder of 
Ausschwitz, later the chief inspector of the 
concentration camps, and doubtless the 
greatest murderer of all time, betrayed the 
“detached wandering of the schizoid,” but 
gave no evidence of organic deterioration. 
Ribbentrop was a dismally “inadequate” per- 
sonality but not psychopathic. Schacht and 
von Papen were superior personalities 
whose political aberrations call for explana- 
tion on a different psychological level. The 
analysis of their motives was not so simple 
as that of the psychopathic Nazis. 

How could these more normal personal- 
ities among the Nazi leaders, and the ma- 
jority of ordinary Germans as well, have 
promoted or condoned war and atrocities 
if they knew what was happening, and how 
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could they have helped knowing? To these 


pertinent questions Dr. Gilbert offers an- 
swers which deserve thoughtful considera- 
tion by all students of contemporary pol- 
itics. He recognizes that it would be 
unrealistic to overemphasize the importance 
of the psychodynamics of leading personal- 
ities in producing such major- social up- 
heavals as the Nazi dictatorship. He knows 
that allowance must be made for the social, 
economic, and political forces at work. 
Nevertheless, as Dr. Gilbert properly ob- 
serves, such forces do not exist as pure 
abstractions but become manifest only 
through the behavior of human beings. 

A. N. Hotcomse . 

Harvard University ` 


‘FLEETWOOD, ERIN Ever. Sweden’s Cap- 
ital Imports and Exports. Pp. 223. 
Stockholm: Natur och Kultur, 1947, Kr. 
10. 


Dr. Erin Elver Fleetwood’s book is a 
“case” study in the field of international 
capital movement and balance of payments 
adjustment. Its objective is (1) to survey 
Sweden’s imports and exports of capital 
in modern times, and (2) to investigate 
theoretically and statistically how far their 
economic consequences in Sweden bore out 
the- theories of capital movement. The 
material is accordingly arranged in two ap- 
proximately equal parts dealing with the 
two subjects.. The historical survey is sup- 
plemented with a discussion of the available 
statistical data and an illuminating com- 
parison of the several methods of calculat- 
ing the’ Swedish capital movements from 
1898 to 1936 (Chapter IX). 

The historical part fills a long-existing 
gap in our knowledge of the evolution of 
Sweden from a borrower to an important 
lending country. It brings together for the 
first time in a comprehensive way the es- 
sential facts relating to Sweden’s capital 
movements from its earliest appearance as 
a borrower in the European capital markets 
around 1800 until 1946 when Sweden was 
the third ranking lending country. This 
‘development is to some extent shown 
against the economic background of Sweden, 
but primarily against the population back- 
ground (Chapter ITT). ; 

Sweden’s borrower-lender history falls 
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into two main periods: the period before 
1910 when it was a large scale capital im- 
porter (Chapters I and IL) and the sub- 
sequent decades when Sweden emerged as 
one of the important exporters of capital 
(Chapters IV to VIII inclusive). A dis- 
tinctive aspect of Sweden’s borrowing 
throughout the nineteenth century was the 
predominance of the Swedish state as a 


borrower, chiefly in Germany, England, and _ 


France. Before 1815, the state raised the 
loans to finance wars (pp. 20-21); there- 
after it' borrowed for the building of 
Sweden’s railways, and also made available 
part of the funds to private enterprises at 
Jow interest rates. In this way cheap cap- 


ital was placed at the disposal of the Swed-. 


ish market (p. 36). . The state was thus 
- able to satisfy its own financial require- 
ments without depleting the domestic cap- 
ital market. As Swedish industry grew 
savings increased and Sweden’s former de- 
pendence upon foreign capital ceased. 
Sweden’s transformation from a borrower 
to one exporting capital abroad began in 
‘the pre-World War I boom resulting from 
the armaments race. Increased volume and 
prices of goods and services sold by Sweden 
were important factors in the sudden 
change to capital export (p. 48). The war 
itself was a fortunate circumstance. for 


Sweden, in that export surpluses were con-. 


tinued, permitting the repurchase of the 
greater part of the Swedish foreign debt 
amounting to one half of the national in- 
come (p. 40). In the interwar period, par- 
ticularly after the unfortunate Ivar Kreuger 
episode (pp. 61-75), Sweden gradually con- 
‘solidated its position as an exporter of 
capital and its foreign investments were 
placed on a sounder and less spectacular 
basis. In the early years after the Second 
World War Sweden granted reconstruction 
loans and trade credits to European coun- 


tries and ranked third as a lending nation’ 


after the United States and Canada. 

The greatest importance of Dr. Fleet- 
wood’s contribution lies, of course, in the 
second part of the book. Here the author 


has attempted to verify statistically to` 


what extent the economic events in Sweden 
resulting from the imports and exports of 
capital in the period under investigation 
(1898-1936) corresponded to the theories 
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of capital movement. Despite the factsthat 
she is investigating a Swedish subject, Dr. 
Fleetwood finds the methods of analysis of 


. the classical and modern theories of capital 


movement more practical than the method 
of. the “Stockholm School of Economics” 
(pp. 13-15). She limits her investigation 
to the central problems raised by capital 
movements, namely; 1) changes in the. vol- 
ume of money; 2) changes in prices, and 
3) changes in demand. In each case the 
author first presents and criticizes the clas- 
sical and modern theories—-of which she 
displays a thorough mastery—and then 
shows how far they are confirmed by a 
statistical analysis of the actual events 
(Chapters X to XVI inclusive). Dr. Fleet- 
wood arrives at the significant conclusion 
“that both the classical and the modern 
theories of capital movements have. been 
shown to be partly correct. The demand 
reactions and the price reactions do not 
exclude each other; in Sweden they seem 
on the whole to have gone together. What 
their relative importance has’ been is im-` 
possible to tell from this investigation. 


The assertion of the modern theory that - 


short term capital movements should be, 
able to transfer loans obtains confirmation 
to the extent that no close relationship 
has been found between gold movements 
and long-term capital movements” (pp. 
217-218). 

Sweden’s Capital Imports and Exports i is 
a scholarly contribution to the still meager 
literature on international capital move- 
ments.’ The author deserves our gratitude 
for having written the book’ in English. 
It should get wide attention. 

ARTHUR Leon HorNIKER 
Washington, D. C. 


LEGER, CHARLES. La Démocratie: indus- 
trielle et les comités d’enterprise en 
Suède. Pp.. x, 227. Paris: Libraire 
Armand Colin, 1950. 

The question whether the state should 
intervene with legislative and publicly ad- 
ministered standards of conduct for the 
powerful associations in the labor market , 
of Sweden has been given a firm negative 
answer on both sides. To forestall such ac- 
tion the SAF (Swedish Employers’ Federa- 
tion) and LO (Swedish Federation of La- 
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bor) have entered into a series of basic 
agreements worked out by their leaders at 
Saltsjöbaden during the past twelve years 
and referred to their respective member 
associations for ratification and implemen- 
tation. The present book is the most elab- 
orate study to date of one of these agree- 
ments, concluded in 1946 and designed to 
encourage the establishment of enterprise 
councils (féretagsnémnder). The author 
spent ten months in Sweden and has given 
us not only a thorough account of the legal 
framework of the new system but also the 
historical .background of the movement for 
“industrial democracy” together with some 
examination of the structure and functions 
of these councils in practice. Although the 
development is recent, about 3,000 councils 
are already in operation. And in view 
of the characteristic caution with which 
Swedes approach such institutional begin- 
nings, the extensive discussions which sur- 
rounded the launching of the councils, and 
the evident intention on both sides to make 
them a permanent and prominent feature 
‘ of the whole pattern of governing labor 
relations, it is not too early to make a 
scientific study of it. There are reserva- 
tions in some minds as to the ultimate use- 
fulness of the councils, but SAF and LO 


. have both set up special administrative sec- ` 


tions to guide the new development, while 
SAF has established at Yxtaholm its own 
special school for training the employers’ 
representatives. 

An enterprise council may be set up, on 
the request of either the employer or the 
local union, in any plant where at least 
25 are regularly employed. Its purpose is 
to’ ensure uninterrupted co-operation be- 
tween management and workers and to in- 
crease productivity through collaborative 
attack upon technical and economic prob- 
lems. The councils are purely consultative. 
Still, they have access to the company’s 
balance sheet, the profit-and-loss account, 
and in some cases to the directors’ and 
auditors’ reports. They expect to receive 
regular information as to the company’s 
position in relation to market conditions 
and the general economic situation. To a 
yet undetermined degree they displace the 
employer’s hitherto “sovereign” power to 
hire and fire at will. 
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The author observes that the new system 
has to be assessed in terms of the Swedish 
environment, with its high standard of liv- 
ing in a “strictly capitalistic’ economy and 
its undoctrinaire people imbued with a high 
degree of “individual and group realism and 
discipline” when it becomes necessary to 
face the superior demands of the nation’s 
economic welfare as a whole. The Social 
Democrats, with whom the LO is predom- 
inantly allied, advocate “more of a trans- 
formation than a suppression of the cap- 
italist society.’ Communist and other 
unions protest against the firm hold that 
unions affiliated with ZO have on the ma- 
jority of worker representatives in each 
council as a result of the basic agreement. 
But LO and SAF are in fact the only top 
organizations with sufficient scope to launch 
a viable system of this kind, and they are 
determined to keep it within the framework 
of the larger system of labor-management 
relations built up over the past fifty years. 
The new councils are intended neither as 
revolutionary cells nor as nascent governing 
organs which might eventually encroach 
upon the well-established bargaining func- 
tions of the unions and the employers’ as- 
sociations, Thus, Leger concludes, the 
councils are a solution which lies theoret- 
ically between syndicalism and corporatism. 
It recognizes on the one hand the need for 
a more “human and professionalized” nexus 
between worker and management while, on 
the other, it reserves to wider group action 
the centralized protection of the workers’ 
and employers’ interests at the bargaining 
table. 

James J. 'RoBBINS 

The American University 


SCHEVILL, FERDINAND. The Medici. Pp. 
xi, 240. New York: Harcourt, Brace and 
Company, 1949. $4.00. 

This is the mellow work of an eminent 
historian, emeritus professor of modern 
history at the University of Chicago and 
well over eighty. His fame rests upon a 
widely adopted History of Europe from 
the Reformation to the Present Day, re- 
cently revised, and his reputation as a 
scholar upon A History of Florence from 
which most of the material in this present 
book appears to be taken. 
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This book is not addressed to scholars 
but to the “dwindling but still sizable body 
of readers who resort to history- for the 
double purpose of cultural enrichment. and 
such light on the unfathomed nature of 
man as his story, wherever sampled, may 
yield.” Thus “it was considered proper not 
to litter its pages with footnotes,” but 
timidly to tack on a bibliography too brief 
and haphazard to be.of any use. However, 
even the “general reader” appreciates. at 
times illuminating footnotes and biblio- 
graphical flashes into the author’s sources, 
methods, and problems. The twenty pages 
of beautifully executed and admirably se- 
lected photographs distinctly add value to 
the work. 

In many places this book js brilliant, 
revealing a keen insight into human affairs 
and values. It attempts to correct common 
misconceptions regarding the Medici, at- 
tributing many of them to Machiavelli who, 
in his sixteenth-century History of Florence, 
was “given more to political reflection than 
to time-robbing historical research” and 
who apparently never took the trouble to 
consult the actual council debates. ` The 
monumental work of The Medici by G. F. 
Youngs, standard since its appearance in 
1909, is pigeonholed by Professor Schevill 
as “the subjective divagations of ‘a senti- 
mentalist with a mind above history.” 
Machiavelli condemns too much; Youngs 
praises the Medici too highly. 

In our day when republics have either 
succumbed to or are threatened by the fate 
of Florence, the Medicean usurpation of 
power offers extremely pertinent material. 
The theme of this book is that the Medici 
were latecomers in a long-established, 
highly-developed republican society moving 
forward under its own unexhausted energies, 
and with all due respect for the brilliance 
and intelligence of Cosimo, of Lorenzo the 
Magnificent and of Leo X, Florentine cul- 
tural greatness did not stem from the ruling 
family but was a direct product of . civil 
liberty. ; 

This book begins with a masterful syn- 
thesis of evidence upon the origin and 
growth of the commune of Florence, balanc- 
ing it against the general Italian and Euro- 
pean situation, to acquaint the reader with 
Pre-Medicean Florence and its dynamic cul- 
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ture. Cosimo, whose rule began in 1434, 
is depicted as a shrewd political boss who, 
during a domination of thirty years, thought 
it-safe to be the visible head of the state 
for a total of only six months. Many pages 
are devoted to Lorenzo the ‘Magnificent, 
ruler from 1469 to 1492, to the Republican 
Interlude of 1494-1512, and to the Medici 
popes, Leo X and Clement VII, and their 
respective rules of their native city. It 
concludes with a brief analysis of the reign 
of Duke Cosimo I who died in 1574, less 
than a century and a half from the rise of 
the first Cosimo. By this.time the amazing 
Florentine culture had been dealt its death 


_blow by tyranny. 


There are many analogies with modern 
problems or situations that make this book 
stimulating reading. The news, for ex- 
ample, that struck Italy on May 29, 1453, 
of the fall of Constantinople to the Turks, 
electrified the little world of Italy some- 
what the way news of the first atomic ex- - 
.plosion in our day shook the entire world. 
In 1454 it:inspired the Peace of Lodi, in 
which the Italian city states swore to a 
policy of peace and to the taking of united 
action against any member state guilty of 
disturbing it. This early U.N. failed for 
the novel reason that “each signatory con- 
tinued to claim unlimited sovereignty.” 

No one who reads this book will soon 
forget the personalities of the various im- 
portant Medici, and the example of a ripe. 
mind at work upon the data of Florentine 
history is stimulating. and - contagious. 
Young scholars should read books of this 
sort to strengthen and mature their own 
ability to think historically. 

; Oscar G. DARLINGTON’ 
- State University of New York 
. Champlain College 


GoTTMANN, JEAN. A Geography of Europe. 
Pp. ix, 688, maps, illus. New York: 
Henry Holt and Co., 1950. $5.00. 


In A Geography of Europe, Professor 
Gottmann has undertaken the exceedingly 
difficult task of analyzing “the geography 
of Europe with the insight of the native 
and some of the objectivity of the out- 
sider.” Furthermore, he has undertaken 
this task at a time when world understand- 
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ing iS more sincerely needed than ever be- 
fore. He has carried his work to a most 
successful completion. To this reviewer at 
least, the book is not just another text; 
it is essential reading for all who seek to 
know and understand the lands, the peoples, 
and the problems of present-day living in 
Europe. 

The book is divided into six main parts. 
In Part I, “The General Features of 
Europe,” the author lays groundwork for 
later detailed analysis of the several parts 
of the continent. The groundwork includes 
descriptions of.the distributions of both 
physical and cultural features of the land- 
scape for the continent as a whole. Parts 
Il, II, IV, and V deal, respectively, with 
Western, Central, Mediterranean, and East- 
ern: Europe. Within each part, discussion 
proceeds in terms of political units, though 
each part has an introductory chapter which 
sets the tone for the whole group of chap- 
ters. Part VI is a conclusion taking as its 
theme “The Duality and Unity of Europe.” 
A selected reading list brings the book to 
a close. - 

The book is unlike that which any Amer- 
ican geographer without very long experi- 
ence in Europe would produce; it is char- 
acteristically French. There is no persistent 
delineation of regions; there is no ticking 
off of one topic after another. On the 
other hand, there are brilliant, detailed 


descriptions and startlingly clear analyses.. 


Also there are a few sections so overgen- 
eralized as to be difficult for the American 
student to comprehend readily. Neverthe- 
less, one part of the book builds upon an- 
other toward the author’s points of sum- 
mary. For him, and for his reader, there 
are, in the end, “two Europes: one western 
and oceanic, the other eastern and con- 
tinental.” Yet, “above the duality, there 
exists a general unity... .” 

If there be a pronounced weakness, that 
weakness is in the lack of adequate maps. 
True, the author points out in his preface 
that the student will need an atlas. But 
how much more effective the book would. be 
if at least a few pictures had been sacrificed 
for more basic maps! Most of the maps 
that are included would benefit by in- 
creased size and simplification. One other 
weakness should be cited. In several 
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places, there has apparently been inadequate 

or slipshod editing. It is unfortunate that 

an author’s work should suffer in this way. 
A Geography of Europe-is a very much 

needed: and a fine addition to the ranks of 

regional geographies. 

` Henry’ MADISON KENDALL 
Syracuse University 
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ADAMS, JOHN CLARKE, WILFRED BRENTON 
Kerr, Juran Park, and Jurys W. 
Pratt. Foreign Governments and Their 
Backgrounds, Pp. x, 968. New York: 
Harper & Brothers, 1950. $5.00. 


Foreign Governments and Their Back- 
grounds is an interesting attempt to give 
students a readable account of seven for- 
eign governments. The governments of 
Great Britain, France, Switzerland, Italy, 
Russia, and Japan are treated at some 
length, whereas the new government of 
West Germany is given much briefer treat- 
ment. Four constitutions are also included: 
the constitution of the French Fourth Re- 
public, adopted October 13, 1946; that of 
the Italian Republic, approved by the con- 
stituent assembly on December 22, 1947; 
the Japanese constitution of May 3, 1947; 
and the Western Germany constitution 
drafted May 8, 1949. These should prove 
useful to students, particularly since they 
are arranged adjacent to the sections of 
the text concerning the particular country. 
A brief annotated bibliography has been 
prepared for each country. The annotation 
is good for the ‘most part for Britain, 
France, Russia, and Germany. In some 
places it is marred by such racy editorial- 
isms as “On the side of Labour, there are 
several intellectuals who write so much that 
they have no time to think, The matter 
runs thin and contradicts itself as” book 
succeeds - book, which does not seem to 
discourage them.” 

One is somewhat at a loss to understand 
the writers’ concept of the term “back- 
ground” in regard to-these governments. 
True, each section of the book begins with 
a chapter on the land and the people of 
the country. These efforts to lay a geo- 
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graphical and demographical foundation for 
political institutions are commendable, but 
_ the material is often thin and many sub- 
jects of doubtful relationship have been 
grouped in these chapters. The hand of 
the historian (there are in fact three his- 
torians in this team of writers) is seen in 
the sections on Switzerland, Italy, Russia, 
Japan, and Germany, but there is no dis- 
cernible historical treatment given Great 
Britain, and France springs lightly from the 
Revolution to the Third Republic. In fair- 
ness it must be said that the authors have 
given the reader an explanation in each 
instance for their historical sections. Their 
problem was how ‘to select from the rich 
historical backgrounds of ancient countries 
and, having selected, how to paint an un- 
derstandable picture of modern institutions 
upon that background. 

As might be expected, the authors have 
largely avoided systematic discussion of 
political and governmental structure. They 
have been concerned chiefly with processes 
and trends—and they pain their picture 
with quick strokes. One is left with the 
impression that this book would be interest- 
ing reading for the freshman student who 
wants his history and his anatomy of gov- 
ernment pointed towards understanding the 
background of today’s news—‘“the news be- 
hind the news.” Maps and statistical tables 
distributed through the book provide a 
backdrop to turn to when discussing cur- 
rent events. In the section on Britain, 
the chapters on local government and on 
economic and welfare policies of the Labour 
Government lead the reader immediately 
into current political controversies. The 
chapters are i.terestingly written, but one 
could wish for a book that would leave 
the student with more of an impression 
that modern political battles are closely 
related to the constitutional pattern of the 
country. Without the constitutional pattern, 
current events are thin and transitory. 

Winston W. CROUCH 

University of California 

Los Angeles 


Unirep NATIONS DEPARTMENT oF Eco- 
NOMIC ÅFFAIRS, SECRETARIAT OF THE 
Economic COMMISSION FoR’ ASIA AND 
THE Far East. Economic Survey of 
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Asia and the Far East 1949. Pp’ xix, 
485. New York: Distributed by Colum- 
bia University Press, 1950. $3.00, 

This is an important survey inasmuch 
as its sections are written by persons 
thoroughly familiar with the economic facts 
of Asia and the Far East. The approach 
is scientific and objective, and, if the prod- 
uct of the painstaking efforts of the Eco- 
nomic Commission for Asia and the Far 
East (ECAFE) is read with understanding, 
a clearer view of the basic problems of the 
region is afforded. : 

Part I, “The Economic Situation during 
the Year,” includes detailed studies, by 
country, of food and agriculture, industry 
and mining, transport, currency, banking, 
public finance, international trade, and com- 
mercial policies. Part II, entitled “Factors 
and Problems Underlying Postwar Eco- 
nomic Development,” treats the position of 
the Asia and Far East (AFE) region in 
the world economy, the problems of popula- 
tion, mineral resources and their utilization, 
flood control and water resources devel- 
opment, economic planning, external aid 
investment, and intraregional co-operation. 

Plans for. economic development, which 
had been somewhat unrealistic in the past, 
were reviewed by most countries in 1949. 
Also, the interest in the United Nations 
expanded program of technical assistance 
and in the United States program of aid 
(Point Four) has been “very general all 
over the Far East, and never before in Asia 
has so much energy and enthusiasm gone 
to the drawing up of plans of development” 
(p. xiii). 

Nonetheless,. as is lucidly stated, the 
most disquieting feature of the postwar 
economic conditions of the AFE region is 
the low level, both absolute and relative, 
of agricultural output. Nutritional condi- 
tions are among the poorest inthe world. 
Despite the legitimate ambitions of Asian 


. countries to diversify their economies and 


to promote industrialization, the pressure 
of economic factors has tended to bring 
to the forefront the problems of mere sub- 
sistence. Food is the basic want of the 
AFE countries with their continually grow- 
ing populations, and agricultural develop- 
ment their main preoccupation (p. xiv). 
Briefly stated, the main objectives in 
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the eeonomic plans of AFE counrties are: 
(1) industrialization; (2) economic inde- 
pendence; (3) rehabilitation and recovery; 
and (4) improvement of the balance of 
payments position, The first two objec- 
tives are long-term, while the last two are 
short-term (p. 380). It must be further 
appreciated that in a predominantly agri- 
cultural region like Asia and the Far East, 
many countries recognize the need of in- 
dustrialization, not only to raise the income 
per capita by shifting wotkers-from less 
gainful occupations like agriculture to the 
more productive gnes, but also to enhance 


industrial capacity. The following state- - 


ment deserves sober consideration: “While 
the region continues to be an exporter of 
raw materials and an importer of manu- 
factured goods, many ECAFE countries 
have made plans to further their industrial 
development and have introduced measures 
aimed at strengthening national, as against 
foreign, control of their production, trade, 
and finance” (p. 294). 

Of particular interest to researchers is 
the rather thorough analysis of budgetary 
allocations of ECAFE ‘countries in the sec- 
tion dealing with public finance. It is in- 
dicated that the countries are practically 
all in the early stages of industrialization 
and of administrative reorganization. Most 
of them are now engaged in an over-all or 
partial reform of their public finance sys- 
tems, but in many countries this has not 
developed -beyond the blueprint phase. 
Due note must likewise be made of the 
information. that the low level of national 
income in all the Far Eastern countries 
makes it impossible to obtain a yield from 
taxation large enough to finance develop- 
ment expenditure (p. 150). 

Official U.N. information to this reviewer 
reveals that there has been a tendency for 
the ECAFE to move from general studies 
to a narrower field of services to govern- 
ments, and of investigations yielding prac- 
tical results. Governments in the region 
have taken steps to strengthen their liaison 
with the commission and have cooperated 
with the secretariat in the studies author- 
ized by the cémmission, as in the compila- 
tion of labor data. This invaluable 1949 
survey, complete with a well-prepared in- 
dex, of a politically and economically cru- 
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cial area is obviously the result of such 
intraregional cooperation. 
SAMUEL P. Perry, Jr. 
Boston, Mass. 


Pecx, GRAHAM. Two Kinds of Time. Pp. 
viii, 728. Boston: Houghton Mifflin 
Company, 1950. $4.00. 

The latest book to treat the highly con- 
troversial question of American wartime 
policy in China comes from the pen of 
Graham Peck, a journalist who lived in 
China from 1937 until the end of 1946. 
He shows himself to be a convinced, though 
not fanatical, supporter of General Stil- 
well’s policy of using American aid as a 
lever to extract overdue political and 
military reforms from the Nationalist Gov- 
ernment of Chiang Kai-shek. The book does 
not rank with the best on the subject; it 
lacks the biting sarcasm of Theodore H. 
White’s and Annalee Jacoby’s Thunder Out 
of China, the grimness of Jack Belden’s 
China Shakes the World, the pungency of 
The Stilwell Papers, and the stirring mil- 
itary details of General Chennault’s Way of 
a Fighter. It is unorganized, garrulous, 
and sometimes tedious. It is overloaded 
with anecdotes and personal experiences. 

Nevertheless, Mr. Peck makes an im- 
portant contribution to our knowledge of 
wartime China, He addresses himself to 
the task of explaining why, given three and 
one half billion dollars in American grants 
and credits, military and civilian, the Na- 
tionalist Government collapsed so igno- 
miniously before the Chinese Communist 
armies. He believes, correctly in the re- 
‘viewer’s opinion, that the Nationalist Gov- 
ernment lost the civil war because it 
deserved to lose it, not because the Com- 
munists deserved to win. He confirms and 
elaborates on existing descriptions of the 
almost incredible corruption, inefficiency, 
and indifference to the public welfare which 
have characterized all too many of the Na- 
tionalist Government’s highest officials. He 
emphasizes their close alliance with what he 
calls “the grain-controlling minority,” or 
in other words the rural landlord class, 
whose economic activities are largely par- 
asitic in nature. This alliance was bound to 
alienate the bulk of the Chinese peasantry, 
and in a country where perhaps ninety 
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per cent of the people are peasant farmers 
such a policy amounted to political suicide. 

During the war against Japan the Na- 
tionalists felt compelled to spend almost as 
much effort in fighting the Communists and 
suppressing third parties as in fighting the 
` Japanese. Indeed, Mr. Peck lends credence 
to the numerous rumors hinting at the 
existence of a secret understanding between 
Chiang Kai-shek and the Japanese, directed 
against the Communists. Be that as it 
may, it.seems clear that American aid to 
such: a regime, no matter how well meant 
or how extensive, could only delay its 
destruction. Mr. Peck’s own attitude to- 
‘ward the Kuomintang is well expressed in 
an anecdote which he tells of an aged 
official of an independent turn of mind.- 

“Why don’t you join the Kuomintang?” 
he was asked. 

“When it was an underground party,” tie 
replied, “I was afraid to. Later I was 
ashamed. to.” 

Of the Chinese Communists the author 
saw and says little, except to point out that 
they have instituted some genuine political 
and economic reforms which stand in 
marked contrast to the record of the Na- 
tionalists in recent years. 

Mr. Peck’s book brings to mind, but does 
not discuss, a number of important prob- 
lems which confront the United States at 
the present time. What should be our at- 
titude toward the remnants of the Nation- 
alist Government on Formosa? Can it be 
said to deserve the recognition which we 
still accord it as the legal government.of all 
China? Will the foreign and domestic 


policies of Communist China continue to’ 


develop, as they seem to be doing now, 
along Stalinist lines? How democratic, how 
firm a barrier against the further spread of 
Communism, and how worthy of American 
support are other non-Communist regimes 
in Eastern Asia—those of Rhee in Korea, 
Yoshida in Japan, Quirino in the Philip- 
pines, Sjahrir in Indonesia, Bao Dai in 
Indochina, Pibul Songgram in Thailand, 
Thakin Nu in Burma, Nehru in India, and 
Liaquat Ali Khan in Pakistan? In reply 
to these questions the reviewer can only 


suggest regretfully that political, social, and. 


économic conditions in the Far East are on 
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the whole favorable to the spread ofeCom- 
munism and appear to presage continuing 
difficulties and discouragement for the plan- 
ners of American foreign policy. 
Harotp C. Hinton 
Ceòrgetown University 


- 


EBERHARD, Worrram. A History of China 
From the Earliest Times to the Present 
Day. (Translated by E. W.- Dickes.) 
Pp. xvi, 374. Berkeley and Los Angeles: 
University of- California Sree; 1950. 
$4.50, 

Professor Eberhard, “Potsdam born, an 
Associate Professor of .Oriental Sociology 
at the University of California, is sailing 
an uncharted sea in this compact vessel of 
new ‘design. As any brave mariner, he 
sees a strange land before him and sets 
out to reach the unfamiliar shores, 

This voyage will not be a pleasant one 
for those who fear to move off proven 
lanes. These will find no detailed: stories 
of emperors, of great battles, or of famous 
deeds. Here, instead, are the early cul- 
tures, economic situations, intellectual prob- 
lems, the origins of printing and paper 
money, retail versus wholesale trade, the 
roots of the bourgeoisie, and discussions of 
Confucius and Lao Tzu. Even Chiang Kai- 
shek and Mao Tze-tung are dismissed with 
slight mention. 

The reader interested in the permanent 
fixtures of Chinese civilization will place 
this book in his library if for no other 
reason than the inclusion of many excellent 
illustrations. These range from neolithic 
pottery, ancient bronze tripods, part of the 
Great Wall, details from the Buddhist, cave- 
reliefs of Lungmen to pictures of an early 


' tiled pagoda, horse-training, the simperial 


summer palace of the Manchu rulers at 
Jehol, and the towers on the city wall of 
Peking. 

Professor Eberhard’s succinct conclusion 
is as realistic as his sociological interpreta- 
tions. “China has to be modernized, to be 
industrialized. In the years ahead of us 
Russia will be too much absorbed in her 
own reconstruction to be able to send ma- 
chinery to China on any reasonably ade- 
quate scale? How, then, can China be 
industrially equipped? She has also to 


undergo a. land reform. ... But land.re- 
distribution will not alone suffice. Even 
if the thirty per cent of China’s peasants 
who are tenant cultivators become the 
owners of their holdings once more, they 
will remain almost as poor as before. . . 

“China does not produce enough. Who 
will send her rice and grain, and what will 
she be able to export in payment? Every 
change in the social order at first tends to 
diminish production. Indo-China used to 
export to China, but she is in turmoil and 
cannot export now. Russia cannot export; 
quite apart from the immense difficulties of 
transportation. Whoever becomes the ruler 
of China will have to find a solution for her 
practical problems; whoever it may be, 
they will be the same problems,-and he will 
perforce be more concerned with the find- 
ing of practical solutions for them than 
with following any sort of ideological the- 
ory. Here, I think, is a key to the under- 
standing of China’s immediate future” (pp. 
250-51), 

Tuomas E. ENNIS 
West Virginia University 


Nasuco, CAROLINA. The Life of Joaquim 
Nabuco. Translated and edited by Ron- 
ald Hilton. Stanford, California: Stan- 
ford University Press, 1950. $5.00. 


, Joaquim Nabuco was one of the most 
distinguished individuals in Brazilian public 
life during the last decade of the Braganza 
Empire until his death in January, 1910, 
while serving as ambassador in Washington. 
A superb orator, “a statesman by birth and 
calling,’ an eminent writer and historian, 
and a brilliant and engaging personality, 
he is perhaps best remembered’ as a 
‘dynamic leader of the movement for the 
emancipation of the negro slaves. He was 
called the William Lloyd Garrison of Brazil, 
although the two men differed widely in 
personality and method. 

For three generations before Joaquim 
Nabuco the head of the family had been 
an imperial senator, the most important 
, Joaquim’s father, José Tomaz Nabuco de 
Araujo. Following in this honorable family 
tradition, a son of Joaquim is at present 
Brazilian ambassador to the United States. 
José Tomaz Nabuco de Araujo, one of the 
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most respected jurists and statesmen of the 
Empire, was the inspiration of a notable 
biography by his son, Joaquim, Um Est- 
adista do Imperio, perhaps the most sub- 
stantial single contribution to the political 
history of the Braganza era, and today a 
classic of Brazilian historical literature. 
Carolina Nabuco, sister of the present am- 
bassador, in writing the life of her father, 
adds another splendid achievement to the 
distinguished family record. 3 

The Stanford University Press is to be 
congratulated for bringing out an English 
translation of this biography. Literature in 
English on the history of Brazil, greatest of 
the Latin American republics and today one 
of our most important allies among the 
American states, is extremely scarce. 
While scholars in this country have made 
notable studies of the historiography of 
Spanish America, very few have devoted 
themselves to Portuguese America. Tke 
Life of Joaquim Nabuco is therefore doubly 
welcome. The story falls into four periods: 


.“The Formative Years, 1849-1879"; “Ac- 


tion, 1879-1889,” covering the anti-slavery 
campaigns; “Meditation, 1889-1899,” the 
years of his devotion to literary activity 
and of conversion to Catholicism; and “The 
Last Phase, 1899-1910,” which saw Nabu- 
co’s principal’ diplomatic triumphs. Having 
at her disposal the family archives, the au- 
thor quotes very extensively from his cor- 
respondence as well as from the parliamen- 
tary record and his printed works. The 
book was written for a Brazilian audience, 
and presumes a considerable familiarity 
with the details of Brazilian history. To 
the average American reader, references to 
personalities and events may at times seem 
somewhat obscure, and chronology a bit 
vague or confusing. An Introduction of 
seventeen pages by the editor provides a 
useful historical background, although the 
assertion on the first page that the Congress 
of Vienna raised Brazil to the category of 
a kingdom is only one of several misleading 
statements. 

The Life of Joaquim Nabuco is obviously 
the testimony of a very intelligent and de- 
voted daughter. As the political biography 
of a great national figure, covering some of 
the most interesting and significant years of 
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the evolution of modern Brazil, it should 
appeal to a wide American public. 
ee.” C. H. HARING 
Harvard University 


Mosk, SAanrord. Industrial Revolution in 
Mexico. Pp. xii, 331. Berkeley and Los 
Angeles: University of California Press, 
1950. $3.75. A 


Professor Mosk of the University of 
California is an outstanding member of the 
small group of academic economists who 
specialize in Latin American affairs. He is 
the author of a number of distinguished 
articles, on the status of economic science 
in Latin America, on Mexican economic 
problems, and on the broader issues relating 
to the study of Latin American economies 
by United States experts. His new book, 
the first full-fledged study of the progress 
of industrialization in Mexico, fulfills the 
expectations created by the high qualities 
of these earlier efforts. 


In virtually all the agrarian economies of | 


Latin America there is a pronounced trend 
toward expansion of the industrial sector. 
Public policies of various sorts give strength 
to this movement. The narrowness of the 
internal market, the low level of income, 
the lack of suitable pefsonnel, and 
unfavorable productivity-relationships are 
among the more formidable obstacles to 
industrial development. Professor Mosk 
discusses these and related issues in the 
light of the available literature and on the 
basis of extensive investigations undertaken 
on the spot. The outcome of his researches 
is a first-rate book, which lives up to the 
great traditions set by United States schol- 
ars in the field of Mexican social studies. 
With the rural scene covered by Simpson’s 
` and Whetten’s masterly studies, with back- 
ground and perspective added by Tannen- 
baum’s brilliant work, there is now om hand 
the definitive study of Mexican industry. 
The book is divided into three parts of 
approximately equal length. The first part 
starts out with an illuminating survey of 
the driving forces which are responsible for 
the industrialization movement in Mexico. 
The respective roles of the homines novi, 
who have pushed industrial development 
forward. in recent years, and of various 
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government policies—tax privileges, the tar- 
iff, and other controls of imports, financial 
aid, etc-—are appraised with keen insight. 
The second part is a progress report, de- 
scribing the manifestations of industrial ex- 
pansion along the different lines of manu- 
facturing. It appears that the volume of 
manufacturing production doubled during 
the first three decades of the present cen- 
tury, and that it rose by another 100 per 
cent during the world-wide depression of 
the thirties and the United States defense 
effort of the early forties. These rates of 


- growth, impressive as they are, must of 


course be considered in the light of the 
narrow volume of manufacturing produc- 
tion at the turn of the century. In general, 
an increase. of the indicated magnitude fits 
into the general pattern of industrial prog- 
ress in ‘kindred countries during these 
periods, 

The third part of the book is devoted to 
selected problems. Discussing the internal 
market and its limitations, Professor Mosk 
points out the “real danger that the pur- 
chasing power of Mexico’s agricultural 
population will be inadequate to support 
the industrial development now going on 


- at such a lively pace” (p. 222). Foreign 


investment is considered with more caution 
and less enthusiasm than has become the 
rule in recent years. - 
All told, the work displays a fine com- 
bination of analytical power, institutional 
insight, and historical learning, a combina- 
tion which has become rare among the pure 
economists of our generation. It is warmly 
recommended to all students of economic 
development in the Western Hemisphere 
and elsewhere. ; i 
Henry WILLIAM SPIEGEL 
Catholic University of America 


REDFIELD, Ropert. A Village That Chose 
Progress: Chan Kom Revisited, Pp. xiv, 
187, Chicago: University of Chicago 
Press, 1950. ` $2.75. 


We might call the twentieth-century 
phase in the spread of Western culture one ` 
of integration and evaluation. Thé earlier 
phase, which involved the shock of in- 
troduction in many parts of the world and 
the directing of changes by organized 
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Western states, has given way to new con- 
ditions with the decline of colonialism. 
Everywhere what we have -been wont to 
call the native peoples are choosing, re- 
jecting, and above all integrating what the 
Westerners have made available with what 
their ancestors knew. 

Professor Redfield’s little book on a 
village in the bush of Yucatan is an en- 
lightening study of choice by the Maya 
Indians and the consequences to them of 
such choice. The village of Chan Kom, 
with a present population of about 400, 
chose some thirty years ago to become a 
“pueblo,” that is, to link itself into the 
national political life of Mexico. Moving 
along the chosen line, it has been successful 
in that it has become a “free municipality,” 
is maintaining a school, loses fewer infants 
and suffers less from disease, and has raised 
its standard of living and increased its 
wealth, Although Protestant missionaries 
and a Cultural Mission of the Mexican 
government have operated in the village, 
it has nevertheless largely directed the 
changes itself. Through leaders who first 
chose the new course, the people have taken 
a conscious and willing part in the move- 
ment along what they call “the Road to.the 
Light.” 

It is the consequences of this voluntary 
change that Professor Redfield records in 
his study. In 1931 with the collaboration 
of the village schoolteacher, Alfonso Villa, 
he made a careful study of the culture of 
the community: then in 1948 he returned 
to restudy the village. As a result of these 
two field investigations, he has established 
with some. precision two different time 
levels in the life of the Indian community 
and can compare point for point the earlier 
conditions with the present. In this volume 
he gives us a sort of life story of the com- 
munity, a procedure which the Lynds fol- 
lowed in “Middletown in Transition” and 
which promises to become an increasingly 

important technique in the study of culture 
` change. . 

The Maya villagers are proud of their 
- progress, of the increase in wealth and 
growth of commercial activities, of their 
political prominence .and power in the re- 
gion. But there are consequences which 
they did not foresee and discontents which 
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have arisen. The people look askance at 
the influence of the school in freer relations 
between the sexes and the wasting of time 
in sports. They are aware that the soil 
has been depleted and look for help in this 
problem to the “government.” A sense of 
dependence has grown in this way, but 
without feelings of loyalty extending be- 
yond the local community. The leader who 
has been one of those most influential in 
guiding the changes finds himself building 
a house away from the village in the bush 
—as a refuge from the increasing city in- 
fluences. These are some of the indications 
of the problems and dissatisfactions which 
progress has brought. Redfield effectively 
makes the point that we can see in Chan . 
Kom, in microcosm, the same basic condi- 
tions consequent on progress that beset us 
elsewhere in the world. . 

The book is, like all of Professor Red- 
field’s work, precisely and tersely written. 
Clear though the expression is, it requires. 
rereading to extract its full significance. 
There is nothing expansive in Redfield’s 
style, and the book is as free of loose 
phraseology as it is of loose generalization. 
These qualities are likely to limit its 
audience more than it deserves, for there 
are in it two important contributions. 
Based as it is on the two careful sightings 
which Redfield has made on the same com- 
munity, it contains some basis for guiding 
the program of culture change on which 


' ‘the United States is embarking under Point 


Four. The other major contribution lies in 
the final chapter on “Chan Kom, Its Ethos 
and Success;” here is the best analysis so 
far done by an anthropologist in that elu- 
sive, but highly important, field of the 
«study of the values by which societies of 
men live. 
Epwarp H. Spicer 
University of Arizona 


Hourewirz, J. C. The Struggle for Pales- 
tine. Pp. 405. New York: W. W. 
Norton & Company, 1950. $6.00. 


This is a remarkable book. Amid the 
welter of literature on Palestine since 1917, 
The Struggle for Palestine stands out as 
a monument to intellectual honesty, fine 
scholarship, and objective presentation, 
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During this dismal period of history when 
passion, prejudice, and propaganda make 
it difficult to ascertain the truth about re- 
cent and contemporary historical events, 
it is encouraging to read J. C. Hurewitz’s 
account of the many faceted Palestine 
problem. ; 

His treatment of this controversial sub- 


ject is a tribute to his scholarship and to ` 


the exacting training in objective writing 
acquired by the research specialists who 
worked in the Office of Strategic Services 
during World War IT. The fumbling of 
crucial- issues in the Near East by the 
- Executive Branch of the. Government can- 
not be attributed to lack of accurate anal- 
ysis of these issues by such men as J. C. 
Hurewitz. e . 

The book is divided into three parts. The 
essentials for an understanding of the strug- 
- gle, which is the main theme of the volume, 
` are given in the four chapters of Part I 
where the problem of Palestine as of 1939 
is clearly set forth in sufficient detail. Part 
II commencing with the Arab Revolt of 
1936 and an explanation of the White Paper 
policy of 1939 continues with an account of 
developments during the first three years 
of the War. It prepares the reader for an 
understanding of the crisis which developed 
with a rising crescendo after 1942 and be- 
fore the outbreak of the Arab-Jewish War 
of 1948-49. 

Mr. Hurewitz, although most circumspect 
about revealing any governmental secrets, 
expresses the opinion that a “determined 
Anglo-American effort might have been 
sufficient to hammer out a compromise” 
and that “a just compromise might have 
assumed any one of a number of forms 


. . . provided the essentials of early self- - 


rule and continued Jewish immigration 
were. expressly included.” He later states 
that after the death of President Roosevelt 
and the Labor victory in England “The 
United States Government was unable to 
formulate a comprehensive Palestine pol- 
icy.” He might have added that previous 
to that time such a policy had been for- 
mulated by the State Department in four 
basic documents which provided for demo- 
cratic self-rule, economic development, con- 
tinued» Jewish immigration, and an adjust- 
ment of the Land Transfer dispute. 
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“The Struggle for Palestine” will remain 
an authoritative book on-the history of 
Palestine for the years from 1936 to 1949. 

WILIAM YALE 

University of New Hampshire ` 


McG, Rarrn. Israel Revisited. With 
a foreword by Billy Rose. Pp. 116. 
Atlanta: Tupper and Love, 1950. $2.00. 


In 1946 the author, editor of the Atlanta 

Constitution, journeyed to Palestine from 
the Nuremberg trials and produced a series 
of newspaper articles on what he saw dur- 
ing his travels in Israel. More newspaper 
articles followed a second trip ‘to Israel 
in 1950. This little book presents them 
together in permanent form, apparently 
without editing to eliminate rambling se- 
quences and repetitiousness. 
- Mr. McGill in general liked the leaders, 
displaced European intellectuals, soldiers, 
and farmers he met. He expresses deep re- 
spect for the intelligence, character, and 
devotion that he found among them. 

The incidents and sketchy data he pre- 
sents are of slight value for purposes of 
scholarly description of the historical back- 
ground and current life of Israel. He has 
had the kinds of experiences allowed a 
kindly traveler who speaks only English 
but who covers a lot of ground during a 
stay of some months. The book exem- 
plifies the responses which sympathetic 
American journalists might display. 

Historical and sociological knowledge of 
postwar Israel will have to be based upon 
other treatments—the journal literature of 
Israel itself, governmental reports, univer- 
sity dissertations, diaries, intensive inter- 
viewing, and other. primary sources. Mr. 
McGill’s service is of another kind. He 
wants his fellow Americans to respect the 
features of promise and worth in a rapidly 
growing democracy of the Near East. He 
therefore serves as a public relations man 
for the new nation. Since it is obvious that 
he is not motivated to do a job of special 
pleading because of ego needs, his effect 
on the climate of American opinion regard- 
ing Israel may be more favorable than that 
of some better documented discussions. ` 

MELVILLE JACOBS 

University of Washington 


PeArtman, Mosue. The Army of Israel. 
Pp. xvi, 256, 100 illustrations and maps. 
New York: Philosophical Library, 1950. 
$5.00. = ` 


A memorial to the Army of Israel rather 
than a complete factual account of its 
campaigns arid development, this book was 

` issued by the publishers on the second an- 
niversary of the creation of the State of 
Israel. It contains many photographs of 
the combat leaders of Israel’s army and 
air force, and reproductions of certain 
historical documents. 

Thus it is by no means a detached ac- 
count. The campaigns and battles are 
outlined, but full military detail of the 
Haganah’s mode of fighting—the point of 
chief interest to many readers of other 
countries—is seldom given. The reader 
can follow the progress of the forces but 
he cannot often determine how that prog- 
ress was accomplished. There is far too 
little, also, about the remarkable manner 
in which Israel’s military leaders overcame, 
by their special adaptation of partisan war- 
fare training, its many shortages of materiel 
and men. 

In his natural desire to pay full tribute 
to the courage of his country’s fighters, 
Colonel Pearlman tends to be uncritical of 
their operations. Like all armies that have 
fought extensive campaigns, the forces of 
Israel had failures as well as successes, and 
exhibited weakness as well as courage. 
though the author mentions again and 
again the fighting spirit. of his comrades 
at arms, nowhere does he show whence 
came that indubitable strength of spirit. 

Thus from either the sociological or the 
military viewpoint The Army of Israel 
cannot be looked upon as a complete study. 
Readers from both fields will gather facts 
from this brief account, but a great many 
of the questions that will naturally occur 
to them will go -unanswered. 

The several sketch maps are badly lack- 
ing in detail. They show routes and prin- 
cipal places of combat and little else. They 
give no information of the nature of the 
terrain, the main features of which could 
easily have been included. 

As a memorial tribute, the book will 

- have particular interest to those who took 
part themselves in Israel’s campaigns and 
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to those who numbered friends and rela- 
tives. in her forces. Colonel Pearlman 
writes clearly and warmly, and shows no 
deep bitterness even in the chapters deal- 
ing with the harsh British and Arab treat- 
ment of his country and its fighting men. 
He wisely allows the facts to stand as 
principal witness. 
‘Josep I. GREENE 
The Infantry Journal, 
Washington, D. C. 


MISSAKTAN, J. A Searchlight on the Arme- 
nian Question (1878-1950). Pp. viii, 
154. Boston: Hairenik Publishing Co., 
1950. $2.50. 

In this little book Mr. Missakian at- 
tempts to present a summary of the Arme- 
nian question during the last seventy-five 
years. In his chosen task he has burdened 
himself with the double object of portray- 
ing the unenviable lot which fell to the 
Armenians under the Turks, and of sum- 
marizing diplomatic deals which worked, 
almost invariably, to the detriment of the 
Armenians. As an Armenian journalist of 
considerable experience, and as such pres- 
ently accredited to the United Nations, 
one would have expected a good deal more 
than what is given in this work; his ac- 
count of Armenian affairs is very sketchy 
and inadequate. For instance, many un- 
necessary details have gone into chapters 
3 and 4 on the Revolutionary Federation, 
and even more space is given to the origins 
of the Turkish nationalist movement (pp. 
93-105). Nor is he more fortunate in 
his handling of European diplomatic events. 
Instead of injecting his own idiosyncrasies 
in interpreting certain events, it would 
have been better to present brief, straight- 
forward accounts of principal deals affect- 
ing the Armenians. Of the Armenian mas- 
sacres of 1915 he reiterates the oft-repeated 
but absolutely unproved allegation of Ger- 
man complicity. He is so certain of this 
allegation that for him no proof is nec- 
essary. But the legend that Christian 
Germany watched these fiendish cruelties 
committed by her Mussulman ally without 
lifting a finger was dispelled long ago by 
the publication of German consular reports 
as given in Deutschland und Armenien, 
1914-1918 (edited by J. Lepsius) and 
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other published documents. We know that 
Ambassador Metternich was recalled from 
Constantinople at the express demand of 
Enver (Turkey’s War Minister) because 
Enver resented Metternich’s open disap- 
proval of the Armenian massacres. 
The last 25 pages are given tò an Annexe 
_ which includes Article 61 of Berlin Treaty 
(1878), the Cyprus Convention (1878), 
resolutions relating to Armenia adopted at 
both the Democratic and Republican con- 
ventions in 1920, and certain articles of 
the Treaty of Sévres (1920). There is 
also a chronology of events from 1829 to 
1947, a brief bibliography, and a few notes. 
A. O. SARKISSIAN 
Library of Congrès 
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